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TIONARY that has ever come off press. It contains 
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The 720 ebitastiata in the American Itlustrated Medical Dictionary are truly valuable in 
“explaining” definitions—in making difficult interpretations obvious at a glance. 


See SAUNDERS Advertisement on next 2 pages 


vated Dictionary 


Among the features of the new edition are these: 
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Familiar sight on a doctors desk 


On just about every doctor’s desk you'll see a stethoscope. 


And on almost as many desks, you'll see the AMERICAN ILLUSTRATED Mepicat Dic- 
TIONARY. 


For a half a century now, the AMERICAN ILLUSTRATED has been looked upon as 
the “standard” medical dictionary. It is by far the most complete; the spellings and 
pronunciations it gives are those accepted by leading scientific bodies; its accuracy and 
authority are known throughout the medical world. 


.. but I don’t need a new dictionary ” 


Maybe you don’t. But if you ever look for a word in your present dictionary and 
can’t find it, or have trouble finding it, or if the definition given is not perfectly clear, 
or if the pronunciation is not quickly and easily comprehensible—then the dictionary you 


now own is not giving you the service you deserve. For your sake, your temper’s sake 


and your secretary’s sake, you ought to have a new one—a New (22nd) Edition of the 
AMERICAN ILLUSTRATED. 


i Convenient SAUNDERS Order Form » > 
THE 7 KNAL of the American Medical Association is published weekly by the American Medical Association. Subscription price, $15.00 a year, 45¢ a Canadian 
$16.50. Foreign $19.00. Entered as second class matter June 25, 1885, at the Postoffice at Chicago, [il., under act of March 3, 1879. Addons’ all cuntannbedians to 
s 


American Medical Association, 535 N. Dearborn St., Chicago 10, IHinei 
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... some things you'll like about the New (22nd) Edition 


American i 
Illustrated Medical Dictionary 


. Completeness—The AMERICAN ILLUSTRATED contains 132,000 definitions—50,000 il 
more definitions than will be found in any other medical dictionary available today. ii 
The Editors do not delete words simply because they are old—they delete them only i 
when certain you will have no occasion to look them up. | 


2. New words—there are more than 2,000 of them in this edition—and hundreds of the i 
2,000 cannot be found in any other medical dictionary. The AMERICAN ILLUSTRATED il 
gives you the new words and the old words—every word you're likely to need. i 


3. Authority—the remarkable degree of accuracy which characterizes the AMERICAN | 
ILLUSTRATED was achieved by constant revision and improvement through many edi- | 
tions. The spelling and pronunciation given are those accepted by leading scientific ii 
organizations ; the definitions themselves were formulated by experts in the particular | 
fields to which they apply. 


4. Ease of use—there’s nothing unfamiliar or strange about using the AMERICAN ILLUs- | 
TRATED. Pronunciation is given in a simple and natural way. The type is easily read- i 
able. The illustrations are placed with the words to which they refer. il 


No question about it—you'll find this New (22nd) Edition even more satisfactory, in every 
way, than its predecessors. 


EDITORIAL BOARD 
RICHARD M. HEWITT, M.D., The Mayo Clinic 
E. C. L. MILLER, M.D., Medical College of Virginia 
ARTHUR H. SANFORD, M.D., The Mayo Foundation 


W. A. Newman Dortann, M.D. 1736 pages, 6%” x 934”, with 720 illustrations, including 48 plates. Flexible binding. 
Thumb-indexed. $10.00. : New (22nd) Edition, 


Why not order today ? i 


Please send and charge my account on your Easy Payment Plan for Physicians: 


OC) American Itlustrated Medical Dictionary—New (22nd) Edition 


7-7-51 
W. B. SAUNDERS Company, West Washington Square, Philadelphia 5, Pa. 
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Illustrations and related text 
matter covering each step of 
procedures conveniently ar- 
ranged on facing pages as 
shown—no page turning neces- 
sary. 
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Unique iv EDaily 
Use fulrress 


In this volume, STOMACH and DUO- 


DENUM : 475 illus. on 137 full-size 
plates byMrs. Muriel McLatchie Miller. 


PURPOSE To present simply but vividly the step- 
by-step technic of the more common surgical 
operations and procedures as a guide for the less 
experienced surgeon, the surgical resident, the 
intern, the general practitioner, and for the ex- 
perienced surgeon should he be required to per- 
form operations outside of his usual sphere of 
practice. 


PLAN Each volume will contain 320 to 380 pages. 
About one-half of these will be full-page plates— 
step-by-step line drawings of each detail of each 
operation—from incision to closure. Facing each 
page of illustration will be the text description of 
the technic pictured (see illus. above). 


AUTHORITY The authors of these Handbooks of 
Operative Surgery are all well-known authorities 
(see page opposite) who have brought to their 
writing of these books their own great wealth of 
personal experience plus an intimate knowledge 
of the best work being done in their particular 
fields. 


ILLUSTRATIONS The method of arranging the 
illustrations has been described. Special mention 
must be made, however, that these superb orig- 
inal line drawings have been specially made for 
this series by leading American medical artists 
who have worked right in the operating room in 
order to portray each detail with greatest fidelity. 
The finest in graphic arts craftsmanship has been 
called on to achieve highest standard of repro- 
duction. 


GENERAL FEATURES Dangers and safeguards are 
stressed. Pre- and postoperative care is detailed. 
Medical measures, such as use of antibiotics, are 
included when indicated as part of a surgical pro- 
cedure. Diet, laboratory values and other special 
data are given. 

Here, then, is a series of handbooks on surgical 
technic unlike any presently available in the 
English language; establishing a new standard of 
clarity, completeness and utility; and presented by 
the Year Book Publishers as one of the most dis- 
tinguished contributions to medical literature in 
the modern history of medical publishing. 


Unique in Concept 
Unique in Format 
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(Surgical Litteratuve 


FIRST VOLUME OFF PRESS IN AUGUST 


Stomach and 


BY CLAUDE E. WELCH, M.D. 
Associate Visiting Surgeon, Massachusetts General Hospital; Clinical Associate in Surgery, Harvard Medical School. 
354 pages—475 Illustrations on 137 full-page plates— $8.50 


OUTLINE OF CONTENTS OF —— AND DUODENUM” 


Anatomy—Pre- & Postoperative Treatment—Anes- An Duodenal & Gastric Ulcer—Gastric 
thesia—Special Instrumen ts—Incisions and Closures Cancer—Tumors of Duodenum—Complications of 
—Congenital Abnormalities—?erforating Wounds Gastric Resection—Late Complications of Gastric 
—Gastrotomy & Duodenot Gastrostomy—Di- Operations—Anast is with Special Clamps— 
verticula of Stomach & Duodenum—Hiatus Hernia— Duodenal Fistula—Normal Laboratory Values— 


Pyloroplasty and Cardioplasty—Side-to-side Postoperative Diets—Bibliography 


GYNECOLOGY . P. Greenhill, M.D., Chica 
Other Handbooks 


; BILIARY TRACT by Charles B. Puestow, M.D., Chicago 
of Operative Surgery THE CHEST by Julian Johnson, M.D. 


n A ctiy e Dy ep ar ati on and Charles K. Kirby, M.D., Philadelphia 


THE INTESTINAL TRACT by Charles W. Mayo, M.D., 
The Mayo Clinic 


SPECIAL PRICE 
if all volumes are 


year Hook The Year Book Publishers, Inc. 


PUBLISHERS 200 East Illinois Street, Chicago 11 
Please send me, as published, the following 
series may purchased 

books, postpaid, with 10-day return privilege. 

doctors ordering the entire Stomach & Duodenum, $8.50 Biliary Tract, approx. $8.50 [_] The Intestinal Tract, approx. $8.50 
___ series at one time a special ([] Gynecology, approx. $8.50 [_] The Chest, approx. $8.50 (] Series of Five Volumes, $38.00 
series price of $38.00 is 
offered. Bookswillbebilled 


JAMA. 7-7-5) 
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Another Mosby Book! 


Sorsby’s 


Genetics in 
Ophthalmology 


CONTAINING (AMONG MANY OTHER 
THINGS) REAL HELP IN THE INTERPRE- 
TATION OF THE PATIENT’S HISTORY 


The scope of ophthalmological genet- 
ics is very much wider than was sus- 
pected by the pioneers of the study, and 
Sorsby proves that the larger concep- 
tions have an immediate bearing on the 
causes of blindness and ocular disease 
generally in the light of today’s knowl- 
edge. 


If the scope of ophthalmological genetics 


has become wider, so has the prospect of 
the eventual control of the genetically 
determined affections. Sorsby presents 
scholarly and enlightening material to 
substantiate his hope—-and in this regard 
he says: “The fatalism with which genet- 
ic affections are generally regarded is as 
unfounded in reason as it is unjustified 
by achievement already reached.” 


Contents 


Preface 
Section I—THEORETICAL 


Modes of inheritance 

Some general concepts 

Human pedigrees 

Clinical varieties of genetic disease 
Prospects in the control of genetic disease 


Section IH—-ISOLATED OCULAR ANOMALIES 


The globe as a whole 
The cornea 

The lens 

The uveal tract 

The retina 

The optic nerve 
Other tissues 


Section HI—GENERALIZED DISORDERS WITH OCULAR ASPECTS 


Metabolic disorders 

Some systemic disorders 
Syndromes 

Selected bibliography 
Index 


By ARNOLD SORSBY, Research Professor in Ophthalmology, Royal College of Surgeons and Koyal 
Eye Hospital; Surgeon, Royal Eye Hospital, London. 264 pages, illustrated (many in color). 
Price, $9.50. 


The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, Mo. 


Please send me: 
Sorsby’s GENETICS IN OPHTHALMOLOGY ($9.50) 
..-Enclosed find check. ...Charge my account. 
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for this arthritic patient 


relief of 


Clinical examination 3 years before these pictures were 
made revealed degenerative arthritis in knees, shoulders, 
and of the lumbar spine. The patient complained of increas- 
ingly acute back pain and of discomfort in various joints. 
Conservative treatment was advised—including exercises, 
diet, and an individually designed Spencer Lumbosacral 
Support. Within 8 months the patient reduced weight, 
strengthened the musculature, and was free of symptoms so 
that the less rigid Spencer Support shown above was de- 
signed for her. Examination 6 months later indicated con- 
tinued improvement and relief of symptoms. The design of 
support shown was considered adequate for continued wear. 


symptoms 


MAIL coupon at right—or PHONE a dealer in Spencer 
“Spencer Support 


Supports (see “Spencer corsetiere,” 
Shop,” or Classified Section) for information, 


individually 


designed SPENCER SUPPORTS 


with Spencer 


Support 


We invite your investigation of Spencer Supports in treat- 

ment of conditions of abdomen, back, and breasts where 

improvement in body mechanics is indicated. Effectiveness 

and patient cooperation are assured because: 
Each Spencer is designed-to-order, cut and made 
for each individual patient. Thus, Spencer 
meets the medical indications—with maximum 
comfort. They improve appearance and do not 
show through the clothing. And each Spencer 
is guaranteed to hold its shape—and thus to 
hold its effectiveness. 

Prescribe Spencer Supports with confidence! 


| SPENCER, INCORPORATED 
7 Derby Ave., New Haven 7, Conn. 


anada: Spencer, Ltd., Rock Island, Que. 
|England: Spencer, Ltd., Banbury, Oxon, 


j Send FREE booklet, ‘Spencer Supports in Modern Therapy.” 
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in daytime 
antihistamine therapy 


COUNCIL ON 
PHARMACY 
CHEMISTRY 


The necessity of maintaining mental 
alertness under daytime antihistaminic 
medication should be a controlling factor 
in the choice of an antihistaminic agent. 
Sedation (the most common side effect of 
many antihistaminics'*) can disturb 
concentration’ and judgment, cause failure 
in the operation of automobiles and other 
machines,‘ and lead to serious accidents.’ 
e Neohetramine offers a high degree of freedom 
from sedative effect.’ Indeed, in a series of carefully 
controlled experiments on normal human subjects, Neohetramine 
- in 50 mg. dosage “did not interfere with the efficiency of psychological test 
performance” in any of seven tests employed.” e For on-the-job alertness in 
antihistamine therapy, because of minimal sedation, prescribe Neohetramine. It may 
often be employed in cases intolerant to other antihistaminics. Yet its usefulness is 
clinically equivalent to that of other preparations. Professional samples on request. 


Dosage: Average dosage is 50 mg. to 100 mg. two to four times daily depending 
on response, severity of symptoms, and number of allergens present. 


Available: In 25 mg., 50 mg. and 100 mg. Tablets in bottles of 100 and 1000; 
as Syrup Neohetramine, providing 6.25 mg. per cc., in pint and gallon bottles; 
and as Cream Neohetramine 2% in 1 oz. tubes. | 


References: 1. Feinberg, S. M.: Ann. N. Y. Acad. Sci. 50:1186 (April) 1950. 2. Landis, C. and 
Zubin, J.: J. Psychology 31:181 (April) 1951. 3. Schwartz, E.: Ann. Allergy 7:770 (Nov.-Dec.) 1949. 
4. Sherman, W. B.: Bull. N. Y. Acad. M. 27:309 (May) 1951. : 


NEPERA CHEMICAL CO., INC., YONKERS, N. Y. 


Neohetramine 


HYDROCHLORIDE 


Brand of Thonzylamine Hydrochloride, N, N dimethy. 
e oxybenzyl-N’(2-pyrimidyl) ethylenediamine 


for effectiveness ...for tolerance ...in antihistaminie therapy 


Neohetramine is marketed exclusively to sicians. It is 
an original and exclusive development of Nepera Chemical 
Co., Inc.—an organization devoted to research and manu 
facture of fine ceutical products. 
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FOLIC ACID 


The Fourth Essential Factor of 
the Vitamin B Complex 


The essential function of folic acid in 
erythropoiesis is exemplified by those cases of 
megaloblastic anemia which are “refractory” to 
liver extract but respond to administration of 
folic acid. 


Patients treated in Denmark illustrate that liver 
extract cannot correct pernicious anemia and 
other megaloblastic anemias if folic acid is not 
available for the maturation of red blood cells. 
The addition of folic acid therapy, in refractory 
cases which had not responded to liver extract, 
brought prompt amelioration of the anemia. 
Liver extract should always be given when 
~ folic acid is administered to pernicious anemia 
patients. 
FOLVITE* Folic Acid 
Elixir: Bottles of 4 fluid ounces. 


«!ablets: Tubes of 25, and bottles of 100 and 1,000, 
5 mg. each tablet. 


™ FOLVITE Sodium Folate Solution 
12 and 100 ampuls of 1 cc., 15 mg. per ce. 


REG. U, S. PAT, OFF. 


LEDERLE LABORATORIES DIVISION 4™eascan Gganamid company 30 Rockefeller Plaza, New York 20, N. Y. 
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for Physicians of the future 


. .. other strong forces 
Challenge in American Society 


are ready to help 


America’s medical schools need your aid. If they 

to the are to withstand successfully the effects of rising 
costs, reduced income from endowments and 

fewer large individual gifts, medical schools 
need voluntary financial assistance from every 


physician in the nation. 


Medical 


Strong new forces representing many important 
groups in American society . . . including busi- 

. ness, industry, agriculture and labor . . . have 
Profession pledged their efforts to raise unrestricted funds 
for medical education. Organized as the Nat- 
tional Fund for Medical Education,* these forces 
have set a goal of $5,000,000 to be raised in 
1951... enough to help medical schools solve 


many of their most serious problems. 


*Editorial: The National Fund for Medical Education andthe American 
Medica! Education Foundation, J.A.M.A: 146: p. 258 (May. 19) 1951. 
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the challenge 


The American Medical Education Foundation has 
announced it will merge contributions with those of the 
National Fund. So a new challenge is born. Physicians 
now must set a pace that will be a stimulus and an 
example to the many other groups uniting for this 
important undertaking. If desired, contributions may 
be earmarked for a specific school. The schools will 

be told of these contributors... and amounts 
contributed... when grants are made. 


The Commissioner of Internal Revenue has ruled 
that money given the Foundation in 1951 is deductible 
in computing income taxes in the manner and 
extent provided by law. 


physicians goal 
$1,000,000 


The goal has been set. In 1951, physicians are being 
asked to contribute a minimum of $1,000,000 to the 
American Medical Education Foundation. Funds already 
contributed . . . including $500,000 appropriated 

by the American Medical Association . . . have 
brought this goal within reach. 


Doctors should continue to make individual 
contributions to the American Medical Education 
Foundation. Lump sums will regularly be turned 
over to the National Fund for Medical Education to 
swell the total amount available for voluntary 

aid to medical schools. 
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I enclose my check for $ 


as my contribution 


to the 1951 fund of the American Medical Educa- 


tion Foundation. 
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(if desired, designate school) 
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Please make checks payable to the 


American Medical Education Foundation 
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Packed by a Special Procedure from selected light meat tuna 
for use in diet therapy. 


x A “Special purpose food,” low in sodium, fat, and cholesterol. 
Rich in easily digestible protein of high biological value. 


Due to its low sodium content, DIETETIC TUNA is suitable for use 
in the compounding of low sodium diets for the dietetic management of 
hypertension, or other cardiorenal diseases. 


Its low cholesterol and fat content make it an excellent source 
of protein in the dietary treatment of such conditions as diseases of 
the liver, arteriosclerosis and some other vascular diseases. 
DIETETIC TUNA is a very valuable adjunct to restricted diets for 
Weight Reduction and in pregnancy. It supplies a well-proportioned 
source of all the necessary amino acids without increasing the fat 
and carbohydrate content of the diets. 
Because of its high protein content, its use is recommended also in 
feeding of the aged, in anemias, and in physical rehabilitation. 

The chemical composition and the nutritive properties of DIETETIC 

TUNA are under constant laboratory supervision. 


VAN CAMP LABORATORIES 


Division of Van Camp Sea Food Co., Inc. 
Terminal Island, California 


— 


TETIC RACK. 


OR SAL 


and bulletins. 


TYPICAL average compo- 


sition of drained contents 
Total solids 30.6% 


Protein 28.3% 
Fat 0.75% 
Cholesterol 07% 
Sodium 70 mg.% 
lodine 17 meg.% 
Fluorine 20 ppm 
Riboflavin 116 meg.% 
Niacin 13.7 mg.% 
Animal Protein 

Factor 12 mcg.% 

(122 calories 
per 100 grams) 
WELL PROPORTIONED 


combination of all 
essential amino acids 
(Values given as 
percent of protein) 


Arginine 5.2 
Histidine 5.7 
Isoleucine 4.7 
Leucine 7.0 
Lysine 8.3 
Methionine 2.8 
Phenylalanine 3.5 
Threonine 4.1 
Tryptophan 11 
Valine 5.2 


A request on professional stationery 
to Dept. AMA will bring samples 
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@ Urokon Sodium Brand of Sodium Acetrizoate 


} Doctor... comfort ron FOR THE 


ee UROKON SODIUM has come into widespread use as more and more urologists and radiologists 
* have discovered that its rapid elimination saves valuable time. It is winning further recognition 
A ae for its advantages to the patient—wminimal pain. and distress. The low incidence of side ~ 
reactions, and the low intensity of those encountered*, make UROKON a medium of choice 
for excretory vrography from the dia: 7 ‘point of Man the patient's as ‘well. 


*Nesbit and Lapides, University of Michigan Medical Bulletin, Vol. 16, pp. 37-42 (1950); 
Richardson Journal Vol, $8, pp. 1113-19 


MALLINCKRODT CHEMICAL WORKS: 
St: ST. LOUIS MO. 
4 n Gold Street, YORK 


rcisco + Montreal « Toronto 


MANUFACTURERS, FUNE at CHEMICALS SINCE 1867 
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Full-footed ACE 
Elastic Hosiery fulfills its essential 


function of supporting leg structures in 
a new, extremely effective manner. Its 


positive terminal anchorage at the toe enables the 
hosiery to be drawn on the leg under 


vertical as well as circumferential tension, 
producing a type of lift that can best 
be described as “suspension support”. 


Full-footed ACE 


Elastic Hosiery ‘is not only sheer and 
form-fitted, but it requires no overhose! 
Thus it eliminates the unattractive bulk, 


the uncomfortable weight, and the unsightly 
wrinkles that have made women 
rebel against wearing elastic stockings. 


—— <= 


fashioned by the makers of ACE® Elastic Bandages 
BEcTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 
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HAY FEVER 


even when the pollen count is high 


° TRIMETON, one of the more potent antihistamines, has . 
consistently provided symptomatic relief in a high proportion of hay fever . ‘ 
patients regardless of the pollen count. 


e In severe hay fever, at least 75 per cent of patients 
experience relief; as many as 90 per cent of patients with mild Symptoms 
are benefited. A relatively low incidence of side effects 
assures uninterrupted therapy for optimum results. a ° 


(brand of prophenpyridamine) 
TRIMETON—indicated in all allergic states responding to antihistamines. 


‘ CORPORATION BLOOMFIELD, N. J. 


: 
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malnourished four-month infant weighing 814 pounds developed chronic digestive 
disturbances following a severe upper respiratory infection. The formula was changed 


periodically in the hope of alleviating indigestion. Every constituent of the formula 
__._ was considered the source of nutritional failure. Caloric needs were overlooked while all 
attention was focused on the digestibility of the formula and the character of the stools. 


this is the way the problem was solved! 


The infant required 55 calories per pound of his expected or normal 
weight at this age, i.e., 1314 pounds or about 750 calories. This 
meant about 90 calories per pound of actual weight. Aside from 
such high caloric needs the baby also required higher protein and 
mineral intake to rebuild damaged tissues. The formula was con- 
centrated yet remained easily digested and absorbed. 

Transfusion of 75cc. blood was given to improve digestion and 
absorption of food. A formula of skimmed lactic acid milk contain- 
ing 6% added Karo Syrup was offered in increasing amounts. 
Vitamin concentrates were given daily. Caloric value was grad- 
ually increased by replacing acid skimmed milk with whole milk 
and adding more Karo Syrup according to tolerance. 


linical pointer—Being a balanced mixture of dextrins, maltose and 


dextrose, Karo® Syrup completely provides the carbohydrate 
requirements for all infants, well or sick. It is well tolerated... 
easily digested, without inducing intestinal irritation, fermen- 
tation or distention. Prescribe Karo Syrup with confidence. It is 
readily available at food stores everywhere. 


Medical Division 


CORN PRODUCTS REFINING COMPANY, 17 Battery Place, New York, N.Y. 
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When the diagnosis is 


AMINE MA 


BRAND OF. 


a 
COUNCIL ON 
PHARMACY 

¢ 


to establish 
and maintain 


urinary antisepsis ea 


& 


he value of MANDELAMINE* as a 

urinary antiseptic in the chemo- 

therapy of prostatitis is based on 
(1) its wide antibacterial range, (2) ex- 
ceptional freedom from drug-fastness 
—MANDELAMINE retains its thera- 
peutic potency even against organ- 
isms which have become resistant to 
other antibacterial agents, (3) absence 
of untoward reactions in nearly all 
patients, and (4) simplicity of regimen. 


Lowsley and Kirwin’ recommend 
methenamine and mandelic acid in 
prostatic disease, especially when re- 
sistance or intolerance excludes the 
sulfonamides. A daily dose of 2.25 Gm. 
MANDELAMINE provides the antibac- 
terial potency of 12 Gm. mandelic acid 
or 4 Gm. methenamine. Moreover, 
since MANDELAMINE approximates 
the sulfonamides and streptomycin in 
effectiveness, it may be used first 
whenever the diagnosis is prostatitis. 


Other indications for MANDELAMINE 
are pyelitis, pyelonephritis, nonspecific 
urethritis, and infections associated with 
urinary calculi or neurogenic blad-. 
der; also valuable for pre- and postop- 
erative prophylaxis in urologic surgery. 


MANDELAMINE is available in bottles 
of 120, 500, and 1,000 enteric-coated 
tablets through all prescription phar- 
macies. Literature and samples to 
physicians on request. 


1. Lowsley, O. S., and Kirwin, T. J.: Clinical 
Urology. Baltimore, Williams & Wilkins Company, 
1944; vol. 1, p. 939. 


NEPERA PARK, YONKERS 2,N, Y. 


* MANDELAMINE is the registered trademark of Nepera 
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LAXATIVE 


V 14 
1951] 


Gentle, Effective Action 


Phospho-Soda (Fleet)’s* action is prompt and thorough, free 
from any disturbing side effects. That's why so many modern 
authoritative clinicians endorse it...why so many thousands 
of physicians rely on it for effective, yet judicious relief of con- 
stipation. Liberal samples will be supplied on request. 


“Phospho Soda Fleet 1s a solution containing in cach 100 cc sodium biphosphate 48 Gm °. 
phosphate 18 Gm Both Phospho Soda and Fleet aru registered trade marks of C B Fleet Company, Inc 


Cc. B. FLEET CO., INC. 
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taming amine 


better to tame asthimna 


Asthmatics can now have the desired re- 
4 lief of such sympathomimetic amines as 

epinephrine and ephedrine but with 
: 4. CH> + CHE N » HCl minimal vasopressor risks and minimal 
| psychomotor discomfort. 


| Upjohn researchers have, by molecular 
| CH modification, tamed an amine better to 

tame asthma and have created orally 

effective Orthoxine Hydrochloride. 


For remarkably selective 
bronchodilation 


BR 


for adults: 4 to 1 tablet (50 to 100 mg.) 
for children: half the dose 
for both: repeat q. 3 to 4 h. as required 


* Trademark, Reg. U.S. Pat. Off. Brand of methoryphenamine 


Upjohn 


Res ear ch for Medicine... Produced with care.. Designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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DROWSINESS... 


Where abnormal sleepiness and a feeling of 


fatigue are predominant symptoms, and 
increased activity of the central nervous system 
is clinically desired— 


(Methamphetamine Hydrochloride, McNeil) 


—may be used to advantage for its 
stimulating effect on the higher 


cerebral centers. 
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IN OBESITY—where control of appetite is an important factor. 


IN MILD DEPRESSION—following operation or for patients suffering 


COUNCIL ON from chronic disorders, prolonged convalescence. 


PHARMALY [ES 
os. aes 3 IN ACUTE AND CHRONIC ALCOHOLISM—as an adjunctive treatment. 


IN NARCOLEPSY—to reduce tendency to sleep. 
IN HYPOTENSION—acute or chronic. 


ADVANTAGES OF SYNDROX HYDROCHLORIDE: 


e Rapid onset (10-20 minutes) 

e Long duration of effect (6-12 hours, depending on dose) 
e Negligible side effects, with proper dosage 

e Relatively small dosage 


SUGGESTED INITIAL DOSE: 


2.5 to 5 mg. daily; dosage may be increased te 2.5 to 5 mg. 
two to three times daily and maintained at this level as long as 
there are no untoward effects. Caution: Use only as suggested 
Supplied in 5 mg. tablets (scored, green) —bottles of 100 and 1000. 


Also available in a pleasant-tasting, amber elixir; each 30 cc. 
(1 fl. oz.) contains 20 mg.—pints and gallons. 


Samples on request. 


LABORATORIES, INC., 
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For HIGH Pollen Levels— 
HIGH 
Antihistaminic Potency 


ee Neo-Antergan is characterized by high 
se ~— antihistaminic potency—and a high index 
of safety. It affords prompt, safe, sympto- 
matic relief to the allergic patient during 
distressing periods of high pollen levels. 


Neo-Antergan is available on prescription 
only, and is advertised exclusively to the 
medical profession. 


* 


Available in coated tablets of 25 mg. and 5V mg. in 
bottles of 100, 500, and 1,000. 


The Physician’s Product 


NEO-ANTERGAN 


MALEATE 


(Brand of Pyrilamine Maleate) 
(Formerly called Pyranisamine Maleate) 


| MERCK & CO.,INc. 
COUNCIL eS ACCEPTED Manufacturing Chemists 


RAHWAY, NEW JERSBEV 
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SIGMO!IDOSCOPIC 
VIEW OF RECTUM 


in dysentery due to Shigella paradysenteriae: 


ANTIBIOTIC DIVISION 


“Six children between the ages of four and six years 
... given terramycin. The diarrhea which was 
pronounced in each case stopped within 48 hours 
in the case of four patients and within 72 hours 

_ in the other two ... In all cases, the organism 
disappeared from the stool after treatment was 
started and did not reappear.” 


Terramycin “‘is an effective agent in the chemotherapy 
of ... chronic bacillary dysentery.”? 


1. Dowling, H. F., et al.: Ann. New York Acad, 
Sc. 53:433 (Sept. 15) 1950. 


2. Sayer, R. J., et al.: Am, J, M. Sc. 221:256 
(March) 195], 


CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 


available Capsules, Elixir, Oral"Drops, Intravenous, 
Ophthalmic Ointment, Opthalmic Solution. 


CHAS, PFIZER & CO., INC., Brooklyn 6, N. Y. 
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In a survey* of dermatologists, at the Academy of 
Dermatology meeting in Chicago, in December 1950, 81.3% 


stated that members of their family used Revlon nail enamel. 


More Dermato logis ts 


Wives Wear Revlon 


than all other nail enamels combined ! 


Because nothing in all the world surpasses 
Revlon nail enamel—for fabulous color, fashion 


authority, lasting beauty. .. and superior quality. 


Revlon is a true nail enamel, not an ordi- 
nary polish or lacquer. Acceptance by 

the Committee on Cosmetics of 
the American Medical Asso- 
ciation is recognition of Revlon’s 
unsurpassed quality through lab- 


oratory-controlled production. 


Revlon Products Corp., 745 Fifth Ave., New York, N.Y. 


*Complete survey results available on request. 
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this Letter 


.. then 


Lounge ‘ourself 


$ ADVERTISING 


todays health 


ADJUSTABLE 


NEAREST YOU WRITE 


© 1951 Marie Designer, Inc. Trade Mork Reg. 


SOLD ONLY IN CONTOUR CHAIR STORES 


Patented 


MARIE DESIGNER, INC., Dept. M-9, 
8512 Sunset Bivd., Los Angeles 46, , 

Please send complete information about 
the Contour Chair- 


Name (please print) 


Address 


City Zone Co. State 
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ANTACID GEL 


Promptly stops 


Like a “mineral mucin” 
—A soothing, 
protective coating 


In the Medical Management of Peptic Ulcer 


AMPHOJEL Has Double-Gel Action 
Relieves pain in minutes 
Promotes rapid healing of ulcers 


AMPHOJEL is Safe—does not interfere with 
normal body metabolism. No danger of alka- 
losis or acid rebound. | 


AMPHOJEL is pleasant to take, and is inex- 
pensive. 


SUPPLIED: Bottles of 12 fl. oz. 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL 
ALUMINA GEL WYETH 


Wyeth Incorporated, Philadelphia 2, Pa. 


30 
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WASHINGTON NEWS 


HOSPITALIZATION FOR THE AGED PROPOSED 


Officially up for congressional consideration is the newest Ad- 
ministration health proposal: an extension of social security to 
provide a maximum of 60 days’ hospitalization each year for 
persons over 65 who are eligible for social security cash benefits. 
Some details have been known for several weeks, having been 
given out unofficially before the time set for the official an- 
nouncement. 

Federal Security Agency Administrator Oscar Ewing called a 
special press conference to lay out the full blueprint. He said 
the proposal had White House blessing and that he had con- 
sulted with officials of the American Hospital Association and 
the Catholic Hospital Association, as well as certain congress- 
men, before settling on a definite plan. However, he would not 
say whether the association representatives had endorsed the 
idea. 

The plan would go into operation probably in 1953, when 
an estimated seven million persons would be eligible. Allowing 
for between two and two and a half days’ hospitalization a year 
for the aged, the cost is figured at 200 million dollars. Payments 
would come from social security funds, but there would be no 
increased payroll tax. Although the hospitalization would be 
regarded as a right, admission to hospitals could not be assured. 
State departments of health would be encouraged to handle the 
program, but, if a state declined to participate, its individual 
hospitals could deal directly with FSA. At the national level, the 
FSA administrator would be in charge, but he would have the 
advice of the Federal Hospital Council established under the 
Hill-Burton Hospital Construction Act. 


In addition to older persons, dependents of deceased persons 
insured under social security would come under the hospital 
plan. Determination of whether a person should be admitted 
to a hospital, according to Mr. Ewing, would be the responsi- 
bility of physicians. Mr. Ewing explained that, although the indi- 
vidual’s rights would be the same from state to state and city 


to city, whether he actually could benefit would depend on > 


availability of beds. This would not be too critical a problem, 
he said, because the national average for hospital bed occupancy 
is between 71% and 72% whereas the top practical maximum 
occupancy is 85%. 

Under the proposed law, payments could not be made to 
domiciliary or rest homes, nor could persons with such chronic 
conditions as tuberculosis or mental illness be accommodated. 
However, in answer to a question, Mr. Ewing said that if a 
chronic condition became acute the patient would be eligible for 
admission, provided the physician certified him as needing hos- 
pital care. 

“The hospital services which would be provided,” said Mr. 
Ewing, “are those services, drugs, and appliances which the hos- 
pital customarily furnished its bed patients. Specifically ex- 
cluded would be any medical care except such as is generally 
furnished by hospitals as an essential part of hospital care for 
bed patients. 

“Payments to the hospital,” he explained, “would be deter- 
mined on a mutually agreed basis which would reimburse the 
hospital for reasonable costs incurred for all bed patients occupy- 
ing semiprivate accommodations, or its equivalent in the case 
of hospitals which do not have such accommodations. Hos- 
pitals could charge patients for more expensive accommodations 
occupied by them at their request.” 


From the Washington Office of the American Medical Association. 


Mr. Ewing also said it was hoped an arrangement could be 
worked out for impartial councils to handle appeals. Provision 
would be made to maintain confidential patient records, and 
there would be “specific prohibition against any supervision or 
control over details of administration or operation of any hos- 
pital or over the selection, tenure, or compensation of its per- 
sonnel.” The FSA administrator said the program would be of 
great help to those groups least able to obtain or to pay for 
hospital insurance and would reduce federal, state, and local 
payments for public assistance. At the time Mr. Ewing made 
his announcement, final draft of the bill was not ready. He would 
not speculate on whether hearings might be held this session of 
Congress. 


DEDICATION OF FEDERAL CLINICAL CENTER 


The National Institutes of Health Clinical Center will be 
devoted “to the service of mankind,” and the men and women 
working in the 500-bed center will be striving “to save human 
lives and to prevent human suffering.” This was the promise 
given at Bethesda, Md., by President Truman as he laid the 
cornerstone for the 14-story building before a large group of 
federal officials, scientists, physicians, and others. Present plans 
call for the Center to start admitting patients in January, 1953. 
With equipment, landscaping and auxiliary buildings included, 
total cost will be about 60 million dollars. 

Research scientists from medical schools, private hospitals, 
other private institutions, and the various Institutes of Health 
will be afforded extensive laboratory facilities and selected 
patients at the Center. The President noted that one wing of the 
building has been especially designed for work with radioactive 
materials, thus putting to “peaceful and constructive use our in- 
creasing knowledge of atomic energy.” Dr. W. H. Sebrell Jr., 
director of the National Institutes of Health, under which the 
Center will operate, explained it would not be a general hospital. 
“Its patients will be individuals who, before they are referred to 
us, will have been diagnosed as having a particular type of dis- 
ease being studied by the scientists here.” He pledged “extremely 
close working relations” with medical schools, universities, and 
hospitals throughout the country. 


Dr. Leonard A. Scheele, Surgeon General of the Public Health 
Service, in his remarks at the ceremonies, said modern medicine 
is forced “to do a halfway job” in prevention and cure of chronic 
diseases and other permanent impairments “because so little is 
known of the basic causes of these conditions.” He added: “Until 
medical research is given fullest possible opportunity to find 
answers to the problems of chronic disease, our hospitals and 
physicians will not be able to turn the tide. Until medical re- 
search is given ample support from all sources, we shall con- 
tinue to need more and more hospital beds for the care of the 
chronically ill.” 

In the course of his address, President Truman advocated 
passage of legislation for federal aid to medical education and 
for federal assistance to local public health units. He reiterated 
his stand that national compulsory health insurance is “sound 
and that the nation would be greatly strengthened by its adop- 
tion.” But he added he was not “clinging to any particular” pian. 
“What I want is a good workable plan that will enable all Ameri- 
cans to pay for the medical care they need if the people 
who have been blocking health insurance for five years will come 
up with a better proposal—or even one that is almost as good— 
I'll go along with them.” 
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Dr. John W. Cline, President of the American Medical Associ- 
ation, in reply to the President, said he believed it was fair to 
interpret the President’s remarks as “a tacit admission that he 
has found that his program of government-controlled health 
care is unacceptable to the American people. . . . Com- 
pulsory health insurance, even though the President may not 
view it as such, is socialized medicine.” Dr. Cline added: “If the 
President is sincere and I assume he is, the controversy 
of which he spoke will quickly disappear, because a better pro- 
gram already is available and is functioning admirably—the 
American medical system which has made this the healthiest 
great nation in the world. 

“We will welcome President Truman's help and support if he 
and the members of his Administration will aid in the develop- 
ment of the voluntary health insurance program. That is the 
American way to meet this problem, and the American people 
have demonstrated clearly that they prefer it to any system of 
government-controlled medical care.” 


BUDGET FOR CIVIL DEFENSE 


An Administration request of Congress for 535 million dol- 
lars for fiscal 1952 operations of Federal Civil Defense Admini- 
stration has been referred to a special House appropriations sub- 
committee on emergency agencies. No date had been set for 
hearings. The President, in a message to Congress, urged “imme- 
diate action” on the appropriation “in the interest of national 
security.” He said it represented the minimum amount necessary 
to help the states organize and teach the population to protect 
itself against atomic attack. 

A budget bureau report submitted with the presidential mes- 
sage showed CDA contemplated spending 141 million dollars 
for medical supplies and equipment. They would be stockpiled 
in waerhouses strategically located so as to supply a stricken area 
within a maximum of four hours. Congress, in recently voting 
the CDA a deficiency appropriation of $31,750,000, cut out an 
item for medical supply stockpiling and in its place allowed 
20 million dollars for aiding states in setting up disaster aid 
stations. This amount called for matching funds from the states. 

The 141 million figure is part of a 200 million dollar item pro- 
posed for all types of supplies and equipment. Other items: 250 
million for grants to states on a matching basis for construction 
of bomb shelters, $45,225,000 for contributions to states in their 
buying of emergency supplies and equipment, of which 15 mil- 
lion is for first aid stations and other emergency medical accom- 
modations, $19,745,000 for federal operation of warning and 
communications systems and for administration, and 20 million 
for working capital. 


JUVENILE DRUG ADDICTION 


Congressional concern over reports of mounting juvenile drug 
addiction and increased narcotic traffic is emphasized by intro- 
duction in both Houses of a number of bills. The subject has 
aroused further interest with televised hearings of the Special 
Senate Committee to Investigate Organized Crime in Interstate 
Commerce, which is taking testimony from federal medical and 
corrections officials and former drug addicts. Among the more 
recent measures introduced in Congress are S. 1702 by Senator 
Dirksen (R., Lll.), which provides up to capital punishment of 
anyone convicted of selling drugs to adolescents; S. 1695 by the 
five members of the Special Crime Committee, H. R. 3490 by 
Representative Boggs (D., La.), and H. R. 4593 by Representative 
Angell (R., Ore.), all of which would make more stringent and 
more uniform the penalties for violation of federal narcotic 
laws. The House Committee on Ways and Means already has 
approved H. R. 3490. Representative Anfuso (D., N. Y.) has 
introduced H. R. 4544, to improve enforcement of antismuggling 
laws. Representative Clemente (D., N. Y.) has sponsored H. R. 
4549, to establish a hospital for juvenile drug addicts, and three 
other identical bills have been introduced, H. R. 4569, H. R. 
4577, and H. R. 4579. 
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APPOINTMENTS, ASSIGNMENTS, HONORS 


The new scientific director of the Army Medical Research 
and Development Board is Dr. Francis G. Blake, Sterling pro- 
fessor of medicine, Yale University School of Medicine, and 
former president of the Association of American Physicians. 

Milton C. Towner, former member of the American 
Mission in Korea and past president ef Huron College (S. D.), 
is director of the Civil Defense Staff College. He replaces Edwin 
R. Walker, who was made consultant to Administrator Millard 
Caldwell. Army Surgeon General George E. Armstrong 
and Chief Surgeon of the Far East Command Maj. Gen. Edgar 
Erskine Hume, are representing the United States at the Thir- 
teenth International Congress of Military Medicine and Phar- 
macy in Paris. Rear Admiral Charles S. Stephenson is 
the 1951 winner of the Gorgas award of the Association of Mili- 
tary Surgeons. A retired Navy officer and medical advisor of the 
Disabled American Veterans, Dr. Stephenson organized and 
directed the United States Typhus Commission and achieved 
distinction in tropical disease research. New VA hos- 
pital managers: Dr. Edward S. Post, at Sheridan, Wyo.; Dr. 
George S. Littel, at Dallas, Texas, and Dr. Morris C. Thomas, 
at Madison, Wis. 


REFILLED PRESCRIPTIONS BILL 


The refilled prescriptions bill (H. R. 3298) is awaiting House 
action, following its approval by the Interstate and Foreign 
Commerce Committee. Oral and telephone prescriptions and 
certain refills are authorized under the bill, which follows the 
general line of the original Durham bill with several Committee 
changes. The Food and Drug Administrator would be authorized 
to determine, after hearing expert scientific witnesses, which 
drugs may be dangerous if self-administered or which the layman 
cannot use effectively without professional supervision. Drugs so 
classified will be placed on the “prescription drug” list, with the 
Administrator’s decisions subject to judicial review. In refilling 
oral prescriptions the pharmacist would be required promptly to 
reduce original and refill prescriptions to writing. The doctor 
would have to authorize refills of drugs that cannot safely or 
efficaciously be used without medical supervision, but others 
could be refilled without the doctor’s orders. 


MISCELLANEOUS 


The deadline for starting GI Bill training is less than a month 
away. Except for a few specially exempted groups, all vet- 
erans of World War II wishing educational benefits must begin 
schooling before July 25. After some discussion of a 
possible physician shortage, the House approved restoration of 
16,000 beds to the VA hospital construction program. The 335 
million dollars in additions and new hospitals was removed from 
the VA original construction schedule by President Truman early 
in 1949. The Administration and VA argue that most patients 
who would benefit by this addition are non-service-connected 
cases and that VA will not be able to staff the hospital even if 
they are built. Speaking at the opening session of the 
American National Red Cross convention in New York, organi- 
zation president E. Roland Harriman said the collection rate of 
whole blood will have to be doubled. He cited the cooperation 
the American Medical Association and other organizations had 
given the Red Cross in working toward this goal. . . . The 
Atomic Energy Commission has awarded 10 new unclassified 
research grants in biology and medicine and renewed 25 others. 

While a bill has been introduced to forbid experimenta- 
tion on cats and dogs in the District of Columbia, another state, 
Oklahoma, has taken action to legalize such experiments. Laws 
in Oklahoma, South Dakota, Minnesota, and Wisconsin are based 
on recommendations made by the National Society for Medi- 
cal Research, while modified laws also are in effect in Illinois 
and Michigan. 
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ALIDASE IN SURGERY 
Preoperative, Operative, Postoperative— 


The complicating factors of venous thrombosis and “worn-out” veins have frequently 
made intravenous fluid administration a difficult and uncomfortable procedure. 


The simplicity of subcutaneous fluid administration aided by Alidase (hyaluronidase) 
and the safety of this route make hypodermoclysis a valuable method for preoper- 
ative and postoperative fluid administration. 


During surgery, Alidase-facilitated hypodermoclysis often offers the distinct advan- . 
tage of permitting injection at a site remote from the surgical field and eliminates . a oan 
the cumbersome arm board. G. D. Searle & Co., Chicago 80, Illinois. ~~ 
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When parenteral feeding is indicated 


can be employed with confidence . . . 


With more than 500 references in medical literature 
attesting its worth, AMIGEN® isa protein hydrolysate | 
of proved clinical value. | 

When the patient cannot take food by mouth, when 
complete rest of the gastrointestinal tract is indicated, 
or when oral food intake must be supplemented ... 
Amigen solutions provide easily utilized protein nutri- 
ents plus dextrose for additional caloric value. 


aque 
is present. The 
bottle must not be 


MEAD JOHNSON & CO. 
IND 


specially designed for use with AMIGEN solutions... 


The AMISET®, Mead Johnson & Company’s ster- 
ile, disposable infusion set, features an effective 
air filter, a plastic dripmeter, tubing and needle 
adapter, and an easily controlled tubing compres- 
sor. It is efficient, convenient and economical, 


MEAD JOHNSON & CO. 


EVANSVILLE 21,IND.,U.S.A. 


4 
| 4 
: 
% DEXTROSE SOLUI” 
5%, dextrose than one infuse? potti¢ 
1 
MES 
Bre, ~ 
<* 
‘ — 
( 
{ 


Vol. 146, No. 10 3§ 


For your 
allergic 
patients... 
an 


antihistamine 


that gives 


*"Round-the-clock relief 
from 4 small doses 


Decapryn’s long-lasting relief,' combined with low milligram 
dosage,” makes it an ideal antihistamine for treating difficult 
allergies, or patients who have not responded to other drugs. 
1. “Symptoms were relieved from 4 to 24 hours after the 


administration of a single dose of Decapryn—”’ .. . Sheldon, 
J.M. Et al: Univ. Mich. Hosp. Bull. 14:13-15 (1948) 


. “It was found that 12.5 mg. could be given during the day with 
comparatively few side reactions and yet maintain good clinical results—” 


- +» MacQuiddy, E.L.: Neb. State M.J. 34:123 (1949) 


A long-lasting, low-dosage prescription antihistamine 


DECAPRYN (DOXYLAMINE) SUCCINATE 
Available on prescription only, as pleasant-tasting liquid, or tablets (12.5 mg., 25 mg.) 
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CINCINNATI U.S.A. 
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NEWS ABOUT 


When the case 
calls for 
mild 


BRACER* Supporter Belt 
provides mild, 
comfortable support 


The comfortable support of a Bracer is especially 
welcomed by the patient whose ailment is not seri- 
ous enough to call for a mechanical brace or other 
special support appliances. 

Bracer is the Bauer & Black Supporter Belt woven 
with lightweight elastic webbing. It has an excep- 
tionally wide, 2-way-stretch waistband, and a con- 
venient fly-front pouch for all-day wear. 

Whenever the need arises for mild abdominal, 
sacrolumbar, or scrotal support, you can assure your 
patients of an extra degree of comfort by prescribing 
a Bracer Supporter Belt. 


SUPPORTER BELT 


| (BAUER & BLACK) 


Other famous Bauer & Black Elastic Supports: TENSOR* Elastic Bandage, Elastic 
Stockings, Abdominal Belts, Suspensories, Anklets, Knee Caps, Athletic Supporters 


BAUER & BLACK, DIVISION OF THE KENDALL COMPANY, 2500 S. DEARBORN STREET, CHICAGO 16, ILLINOIS 
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GREATER STRENGTH 


Cross-section of swaged end of Ethicon Seamless 
Needle. End is drilled and threaded. Suture is screwed 
in position. Needle is cold-pressed to establish abso- 
lute grip on suture. 


FOR ABDOMINAL CLOSURE 


These needles are swaged to Ethicon's 
Tru-Gauged, Tru-Chromicized Surgical Gut, 
noted for its strength and flexibility. 


ETHICON SUTURE 
LABORATORIES, INC. 
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Compatible with good Foot Health and wear / 


Pacifate Protected Shoe Lining protects 
against the weakening effects of mildew 
and perspiration. Helps inhibit “‘athlete’s 
foot” fungi and is durably hygienic 


Wears longer 


Scientific tests show Pacifate Protected 
shoe lining resists decay and retains its 
tensile strength much longer than unpro- 
tected shoe lining of the same original 
strength. 


Holds shape of shoe 


Pacifate Protected lining helps prevent 
leather from cracking or stretching out of 


shape prematurely from decay of tanning — 


materials. 


Helps inhibit bacteria 
It helps inhibit the growth of such micro- 


For further information write to Department #51, 
Pacific Mills, 1407 Broadway, New York 18, N.Y. 


A PACIFATE PROTECTED LINING BY 


PATENT PENDING GREG. U. S. PAT. OFF. 


organisms as mildew, bacteria and “‘ath- 
lete’s foot” fungi. 


Discourages odor 


Bacteriostatic and fungistatic properties 
of Pacifate Protected shoe lining inhibit 
the growth of odor-causing microbes. 


Prevents Discomfort 


Pacifate Protected shoe lining is com- 
patible with foot health because it helps 
resist abrasion and helps prevent lining 
from wearing out prematurely and caus- 
ing foot discomfort. 
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turn a single knob 


on a Pictroniec Control, set approximate KV, 


press the exposure button...and you get 


an accurately exposed radiograph the ; 


first time, every time. That’s perfeets 


Pictronie photo-timing... simple 


because guessing is out, 
film of the exact density 


waste neither precious 


in unnecessary retakes. 


ing, put patients through like ¢ lock-y ae 
handle more per day, at a lower cost- 


because it factors exposure and tube safety limits | 
automatically, even a hurried technician can 
approach a Pictronic Control with assurance 
and operate it with safety. 


PICKER X-RAY CORP: 300 FOURTH AVE +> NEW YORK 10 


j 
eecause@ no time ts wasted in multiple 
calculations, you can concentrate On 
| 
3 
| 
| 
| 
4 
A 
* 
the gemerator andicontrol 
‘| 


RESPIRATORY ARREST 


SATISFACTORY RELAXATIO 
OF SKELETAL MUSCLES 
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ADVANTAGES OF 
METUBINE IODIDE 


(DIMETHYL-TUBOCURARINE IODIDE, LILLY) 


Provides adequate relaxation of skeletal muscles during 
surgical procedures with minimal respiratory embarrass- 


ment. 


Facilitates anesthesia by permitting use of smaller quan- 


tities of the anesthetic drug. 


Unlike some other skeletal-muscle relaxants, it provides 


a relatively wide margin of safety. 


depression 


METUBINE IODIDE 
with anesthetic agent 


5 10 
CURARIZING COMPOUND IN MILLIGRAMS 


Detailed information and literature on ‘Metubine Iodide’ are 
personally supplied by your Lilly medical service representative 


or may be obtained by writing to 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA. U.S.A. 
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APPLICATION OF PHYSIOLOGIC AND PATHOLOGIC PRINCIPLES 
TO SURGERY OF THE OVARY 


Emil Novak, M.D., Baltimore 


The purpose of this paper is twofold. First, it consti- 
tutes a plea for the still widely persecuted normal ovary 
and the essentially normal “cystic ovary.” Secondly, it 
offers for consideration certain pathologic principles that 
must be envisaged in operations on ovaries that are the 
seat of definite disease, especially the benign and malig- 
nant neoplasms. 


NORMAL AND CYSTIC OVARIES 

It was in 1872 that Robert Battey, of Georgia, inci- 
dentally one of the founders of the American Gyneco- 
logical Society, instigated perhaps the first serious 
onslaught on the ovary, which he accused of responsi- 
bility for all manner of neuroses and menstrual difficulties. 
Many thousands of ovaries were sacrificed before this 
theory was abandoned. The greatly increased knowledge 
of the biologic importance of the ovary has happily en- 
gendered such a high degree of conservatism that no con- 
scientious and well-trained gynecologist of today would 
treat the normal ovary wantonly. 

I am not saying that removal of an anatomically and 
physiologically normal ovary is never justified, as we all 
do this in radical operations for uterine cancer. Indeed, 
some of us believe that there is such a thing as making a 
fetish of conservatism as in conservation of the ovaries 
when the uterus is removed because of benign disease at 
or after the menopause. There are some who urge this 
plan because they feel that the ovary must have a func- 
tion even beyond the menopause. I know of no evidence 
to support this view, while, on the other hand, the post- 
menopausal ovary is often the seat of neoplastic disease, 
including even cancer in its usual insidious and highly 
malignant ovarian forms. We know of no function for the 
appendix, and yet most of us consider that in the absence 
of contraindications its prophylactic removal in combina- 
tion with many pelvic laparotomies is fully justified and 
to the advantage of the patient. It is usually just as tech- 
nically easy, and sometimes easier, to remove the adnexa 
with the uterus as to leave them behind, and my own 
feeling is that this is a wise and a worth-while prophy- 


lactic procedure in women at or beyond the menopause, 
and that the retention of the ovaries under such condi- 
tions would be false conservatism. 

I am aware that there are differences in viewpoint on 
this question, and that there are circumstances in which 
the local involvement in the pelvis, the general state of 
the patient, or the patient’s psychological, though often 
mistaken, attitude toward removal of the ovaries under 
the above-described conditions will influence the wise 
surgeon to make exceptions. When one attempts to set an 
age limit beyond which removal of normal ovaries is 
justified in women still menstruating, one encounters far 
greater differences of opinion, though approximately 45 
years appears to be a popular figure. Here again, one is 
likely to be influenced by various individual factors, and 
certainly there can be no criticism of those who prefer to 
retain at least one ovary in all women who are still men- 
struating. As a matter of fact, in many women beyond 40, 
who are still menstruating normally and in whom hys- 
terectomy is necessary, I have often deliberately removed 
one of the normal ovaries and conserved the other in the 
belief that one ovary suffices for the endocrine needs of 
the patient, while the removal of the other divides the 
hazard of later ovarian neoplastic disease. 

However, the chief purpose of this section of my paper 
is not to preach against conservatism in the treatment of 
the ovaries, but rather to plead for a scrupulous hands-off 
surgical policy when the ovary is grossly normal or when 
it is the seat of minor and usually transient alterations 
that are apt to be loosely designated as “cystic degenera- 
tion.” In taking gynecologic histories, one is struck with 
the frequency of combined appendectomy and resection 
or removal of a cystic right ovary. I believe that it may be 
fairly stated that this operation is not as common in the 
repertoire of gynecologists as it is in that of the general 
surgeons who perform such a large proportion of the 
gynecologic operations throughout the country. When 
such histories are reconstructed, one is likely to find that 
appendectomy was done, often with an incomplete diag- 
nostic study, that the appendix was found to be discour- 
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agingly normal in appearance, and that the surgeon de- 
cided to “fire both barrels of his gun” and to remove the 
close-by “cystic” right ovary, as well as the appendix. To 
compound his error, the surgeon not infrequently thus 
removes two innocent organs instead of one, overlooking 
such real causes of pain as right urinary tract disease or 
functional gastrointestinal disorder. 

With rare exceptions the cystic ovary should receive 
the same surgical respect as one that appears entirely 
normal. There are few ovaries that do not show at least 
some tiny cysts, representing nothing more than the 
blighted, atretic follicies that come and go from month to 
month throughout the functional life of the ovary. Even 
when the ovary is studded with these tiny cysts, there is 
no reason to suspect it of responsibility in the production 
of pelvic pain, especially in the absence of inflammatory 
pelvic disease. With the latter, one may see more serious 
degrees of cystic change, especially when the ovaries are 
matted beneath dense adhesions that conceivably might 
make rupture of mature follicles difficult. Still other types 
of cystic ovary are seen, such as those in which the ovar- 
ian condition is merely a local expression of endocrine 
dysfunction, of either ovarian or pituitary origin, as in 
certain cases of functional bleeding. However, these 
types are less likely to be the object of direct surgical at- 
tack and need not be included in this discussion. 

At times one or more of the atretic follicles may, for 
some unknown reason, become extremely hydropic, giv- 
ing rise to follicular cysts that may attain a diameter of 
many centimeters. Even these tend toward resorption and 
ultimate disappearance, but during their lifespan they 
produce distinctly palpable ovarian enlargement and, in 
the occasional case, pelvic discomfort, and, rarely, may 
be complicated by torsion of the pedicle. Gynecologists 
are in agreement that small palpable cysts of the ovary 
are in general to be treated expectantly, simply because 
of their tendency to spontaneous disappearance, with not 
infrequently a reappearance of similar functional cysts 
in the same or opposite ovary. The patient is exposed to 
no hazard by this expectant plan. If however, the cyst 
grows steadily larger from month to month, operation is 
advisable because of the reasonable certainty that a 
genuinely neoplastic cyst is presented. When moderate- 
sized follicular cysts are encountered at operation for 
other conditions, simple needling of the cyst hastens its 
resorption and is generally preferable to excision of the 
cyst. The old dictum that an ovary should be either left 
alone or removed entirely is no longer acceptable; there 
is, nevertheless, a large nugget of truth in it. Whenever 
partial resection of the ovary is done, as in the removal of 
large follicular cysts, small dermoids, or small localized 
areas of endometriosis, there is a hazard of such sequelae 
as intestinal or omental adhesions or tubal angulation, 
no matter how careful the surgeon may be not to leave 
any raw surfaces. 

What to do about the ovaries is often a difficult prob- 
lem in cases of endometriosis, and only a somewhat less 
difficult problem in cases of inflammatory pelvic disease. 
The greater importance of this question with endometri- 
osis is due to the fact that the condition is under the phy- 
siological control of the ovaries. Radical removal of all 
ovarian tissue is fully justified and strongly advisable in 
the minority of cases of very extensive endometriosis in 
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which both ovaries are seriously involved, as well as ad- 
jacent organs, such as the rectum and sigmoid. Fortu- 
nately such cases are less likely to be encountered among 
patients of the younger group than among those ap- 
proaching middle life, on whom the sacrifice of the repro- 
ductive function has already been inflicted by the disease; 
the sacrifice of endocrine function is often a modest price 
for such patients to pay for relief of their symptoms. 
There is no longer a place for the extensive and hazard- 
Ous resections that were at one time recommended for the 
widespread infiltrations of the rectum and sigmoid in 
some of these cases, although colostomy is in rare cases 
necessary because of existing or impending obstruction. 
Removal of all ovarian tissue brings about regression of 
the endometriosis and also of the patient’s symptoms. 
When, as is true of an occasional case, the removal of all 
Ovarian tissue is technically impossible, postoperative 
irradiation will accomplish the desired abolition of ovar- 
ian function. 

Far more frequently, however, the endometriosis is of 
much more moderate extent and there is now little dif- 
ference of opinion about the wisdom of conservative 
plans of surgical treatment adapted to the findings in the 
individual case, but with always the end object of pre- 
serving the endocrine and reproductive functions. Even 
when one ovary must be removed because of a large en- 
dometrial cyst, the excision of a smaller endometrial 
cyst in the other ovary is preferable to bilateral oophorec- 
tomy. Associated lesions of the uterosacral ligaments may 
be treated by cautery destruction or local excision, but 
the latter may be difficult and admittedly sometimes in- 
complete. Yet the patient is likely to be relieved of her 
symptoms, especially if presacral neurectomy is also car- 
ried out when dysmenorrhea has been severe. 

One cannot argue that the lesion is always completely 
eradicated by such conservative operations, or that there 
is not a possibility of its later resurgence, with the neces- 
sity of further operation. However, the incidence of this 
sequence is far less than might be imagined, while, on the 
other hand, the fairly frequent occurrence of subsequent 
pregnancy has been noted in all the statistical studies that 
have been made. I am sure that every gynecologist always 
has under his care a certain number of patients in whom 
he is sure a primary or a residual postoperative endome- 
triosis is present, but with no symptoms or with easily 
tolerable symptoms. Expectant or simple palliative treat- 
ment of such patients is to be preferred to operation, just 
as one would ordinarily abstain from operating on pa- 
tients with such clearly palpable evidences of chronic in- 
flammatory pelvic disease as adherent and enlarged 
ovaries, when these occur with few or no symptoms. 

A word may be interjected here in behalf of the usually 
normal tubes encountered in association with endometri- 
osis, and also the frequently normal ovary seen in cases 
of chronic salpingitis. It is often advisable to conserve 
such normal organs, since the later development of seri- 
ous pathologic involvement on the other side may make 
reoperation necessary. I have often wished for such a 
spare ovary when removal of the remaining ovary was 
necessary in patients who had previously been operated 
on for tubal pregnancy on the contralateral side, and in 
whom the surgeon had unwisely and usually thought- 
lessly removed a good ovary with the pregnant tube. 
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OVARIAN NEOPLASMS 


What has been said thus far has applied to the sur- 
geon’s proper attitude toward ovaries that are anatomic- 
ally entirely normal or that at most display relatively 
harmless departures from the normal. The ovary is often 
the seat of definite and sometimes grave pathologic in- 
volvement, especially of neoplastic type. In these cases 
the surgeon is often posed with difficult problems of the 
scope and extent of the operation that should be done in 
the best interests of the patient. It is clear that the sur- 
geon who knows something of the gross characteristics 
and the pathologic potentialities of the various ovarian 
neoplasms has an advantage over the one who does not. 
On the other hand, the most pathology-minded surgeon, 
or even the one who can have at his elbow the most ex- 
pert pathologist, is not always certain to make the right 
decisions. The frozen section as an aid to operating-room 
technique has some value but also definite limitations, 
and I for one have depended on it much less than on the 
gross characteristics of the ovarian lesion. Only a few of 
the more important problems that arise in this field can 
be touched on in this paper, and probably most conven- 
iently by discussing surgical principles as applied to the 
major tumor groups. 

Cystadenomas of Ovary.—It is not always possible 
from the external or even the internal appearance of a 
cystadenoma of the ovary to be sure whether the neo- 
plasm is of pseudomucinous or serous type, or whether 
both varieties are represented in the ovary, as occasion- 
ally happens. However, certain generalities in regard to 
the management of neoplastic cysts may be profitably 
discussed. 

If a large unilateral ovarian cyst shows a smooth outer 
surface, a thin or at times an almost translucent wall, and 
if on being opened it shows many locules and no papil- 
lomatous excrescences, it is likely to be of benign pseudo- 
mucinous type and can be safely treated by unilateral 
adnexal removal. It must be remembered, however, that 
even the histologically benign pseudomucinous epithe- 
lium of such cysts is capable of implantation on the peri- 
toneum if disseminated through rupture of a cystic 
locule, giving rise to the rare but usually ultimately fatal 
pseudomyxoma peritonaei. This is the basis of the gen- 
eral practice among gynecologists of trying to remove 
such cysts intact, even when very large and when their 
removal without preliminary trocar drainage involves a 
very long incision. In some cases extensive and firm ad- 
hesions make this impossible, and in these the trocar 
decompression of the cystic mass must be carried out 
with proper precautions against peritoneal contamina- 
tion, such as adequate packing-off, placing of a purse- 
string suture around the cannula, and drawing the point 
of puncture of the cyst wall outside the abdominal wall 
as soon as the cyst is sufficiently collapsed. This is not to 
say that peritoneal contamination with the fluid of such 
cysts will inevitably be followed by peritoneal implanta- 
tions; for pseudomyxoma peritonaei has always been 
rare, in spite of the fact that accidental contamination of 
the peritoneum has certainly often occurred, and the 
gynecologists of a former day rather generally practiced 
decompression of large cysts. We can only speculate 
about the determining factors of this condition, but there 
seems to be no question of the advisability of avoiding 
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peritoneal contamination in such cases. Again, we must 
not forget that a cyst that appears to be benign may be 
undergoing carcinomatous change somewhere in its wall, 
and that genuine peritoneal carcinomatosis may thus 
occur instead of the implantation of benign epithelium. 

It seems advisable to emphasize here a point that I be- 
lieve to be an important one. I refer to the wisdom of 
Opening every cyst immediately after its removal, before 
the abdomen is closed. I shall have occasion to stress this 
point with regard to the solid or semisolid tumors of the 
ovary. A cyst that because of its smooth and thin wall 
looks innocent may, on being cut into, show, perhaps in 
a localized area, a mass of papillary or fungoid appear- 
ance or a hard nodular mass or a mass or nodule of fine- 
meshed spongy appearance. The discovery of such areas 
must at once sound the alert, and I believe that most of us 
would feel safer to make the operation a radical rather 
than merely a unilateral one. In some cases a frozen sec- 
tion may be helpful, but a report is not always quickly 
obtainable, and, even if it is it is all too frequently not 
decisive. All too often the surgeon who removes a large 
cyst intact wants to keep in intact until he gets a photo- 
graph or a drawing, or shows it with pride at the next 
staff meeting. But if he keeps in mind only the best inter- 
ests of his patient, he will have the cyst opened immedi- 
ately after its removal, so that it can be more intelligently 
evaluated by himself or by his pathologist colleague. _ 

The papillary type of cyst, usually of serous character, 
presents the most difficult problems of surgical judgment. 
Undoubtedly, this group is possessed of far greater and 
more wicked potentialities than is the pseudomucinous 
type, which is usually nonpapillary. Naturally and prop- 
erly, therefore, the attitude of most gynecologists toward 
papillary cysts is likely to be much more radical than 
toward the nonpapillary group. No one can assume an 
oracular role in outlining the surgical policies to be pur- 
sued, for many tumors of the papillary group exhibit 
clinical vagaries that make prognosis difficult. 

A few general statements can be offered for considera- 
tion and discussion; but, before I embark on this, it 
should be emphasized that not only the clinician, but also 
the pathologist in his interpretation of the microscopic 
picture of tumors of this group, must recognize the dif- 
ficulties of prognosis. For example, the pathologist does 
not hesitate to report that certain tumors are histologic- 
ally entirely benign, but can he in such cases assume that 
the patient may not return with a peritoneal recurrence? 
He will be the first to emphasize that he cannot make 
this assumption without error in at least a small propor- 
tion of cases. Again, he will have no doubt in diagnosing 
many tumors as both histologically and clinically malig- 
nant. However, in an inevitable proportion of cases he 
cannot be too certain of even the histologically benign 
and histologically malignant, and he is likely to find dif- 
ferences of opinion among other pathologists to whom he 
refers his sections. 

This digression on pathology is justified simply be- 
cause it emphasizes the difficulties and the seriousness of 
the surgeon’s problem in such cases, his decisions being 
necessary even before the results of complete pathologic 
study are available. As a matter of fact, in some cases the 
scope of the operation and the decision whether it should 
be conservative or radical are influenced by weighing one 
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factor against another. The surgeon has to consider the 
age of the patient and the importance or unimportance of 
preserving the reproductive function against the possi- 
bility of future hazard to his patient if, on the basis of his 
evaluation of the tumor, a conservative operation is done. 
This method seems to make him something of a scientific 
gambler, but he should not make a great many mistakes 
if he has some knowledge of the gross pathologic charac- 
teristics of tumors of this sort. 

In the case of a patient of the younger group, in which 
the surgeon would of course like to be conservative if pos- 
sible, if an ovarian cyst, on being opened, shows a 
number of discrete and not very exuberant papillary in- 
growths and if the other ovary is entirely normal, simple 
unilateral removal is fully justified, with ordinarily no un- 
pleasant repercussions. Even if a few warty outgrowths 
are seen on the outside of the cyst, a similar plan can be 
followed. These do not indicate malignant penetration of 
the papillary growth but are produced merely by the 
manner of development of the tumor, representing a com- 
bination of Surface papilloma and serous papillary cyst. 
As a matter of fact, the solid papillary portion may 
greatly dominate the picture and may be present in the 
entire absence of any cyst formation. 

It is difficult to explain why such exuberant external 
papillomas may be present without peritoneal implanta- 
tion, while with at least some histologically benign papil- 
lary cysts such implantation may occur. I recall a patient 
whose whole pelvis was filled with an enormous bilateral 
papillary ovarian growth that infiltrated surrounding or- 
gans and that could literally be scooped out by the hand- 
ful. It was certain, therefore, that in spite of the radical 
operation that was done, innumerable tumor cells must 
have been left. And yet this patient has remained per- 
fectly well for more than 25 years. 

The fact remains that when a cyst is filled with large 
masses of this papillary material, often necrotic, it is 
likely to be malignant and certainly should be treated 
accordingly. 

Solid and Semisolid Tumors.—When one comes to 
solid or semisolid tumors of the ovary, some knowledge 
of gross pathology is again of value, with again an inevita- 
ble possibility of error. Fibromas and Brenner tumors are 
usually readily recognized by their sharp circumscription 
and by the whitish or slightly yellowish appearance of the 
homogeneous-appearing cut surface. 

In all but a small proportion of the solid or semisolid 
forms of carcinoma, a presumptive gross diagnosis can be 
made. There are certain solid types, it is true, in which 
mistakes can be easily made, as in the scirrhous carci- 
noma or even the unilateral Krukenberg tumor, either of 
which can be mistaken for fibroma. 

The mention of Krukenberg tumor is a cue for empha- 
sizing the importance of careful palpation of the abdomi- 
nal organs, especially the stomach, in all cases of tumors 
in which malignant change is suspected. Not only may the 
primary tumor be revealed, but also the presence of me- 
tastasis in the liver, omentum or parietal wall may be 
determined. 

Unfortunately, the malignant nature of many solid or 
semisolid ovarian tumors is at once obvious enough be- 
cause of the infiltration of surrounding tissue, the granu- 
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larity, friability, and often necrosis of the tumor tissue, 
and very often the presence of extensive peritoneal metas- 
tasis. In the less advanced cases of unilateral tumors, 
either solid or semicystic, which are still well encapsu- 
lated, one need not make many mistakes if one bears in 
mind the fact that such tumors ordinarily have the tissue 
characteristics that were mentioned above for the more 
advanced infiltrating growths. 

While radical operation is the desideratum in malig- 
nant ovarian growths, it is unfortunately impossible in a 
large proportion of cases because of the already wide- 
spread dissemination of the disease. Even in the presence 
of peritoneal or visceral metastases, removal of the pri- 
mary growth is advisable if this is technically possible 
without too great a hazard, as gynecologists are fairly 
well agreed that removal of the primarily involved ova- 
ries does appear to have a definitely retarding effect on 
the course of the disease. Incidentally, the presence of 
ascites and hydrothorax does not justify the conclusion 
that a solid tumor of the ovary is malignant, but a roent- 
genogram of the chest is always advisable when malig- 
nant change is suspected. 

With regard to the less common types of ovarian malig- 
nant growths, such as the granulosa-cell carcinoma and 
thecoma, dysgerminoma, or arrhenoblastoma, one will 
often be alerted to them by the age of the patient and the 
biological effects produced by the functioning group. The 
possibility of dysgerminoma should always be envisaged 
in tumors in young girls, but there are other possibilities, 
such as teratoma and sarcoma. The granulosal tumors of 
young girls often reveal themselves in the precocious 
puberty syndrome that they produce at this age. In any 
of the dysontogenetic group of tumors, when encountered 
in early life, conservative unilateral operation is fully 
justified if, as is most usually the case, the tumor is of 
small or moderate size and if it has not broken through 
the capsule and infiltrated surrounding tissues. To say 
that recurrence and metastasis cannot occur would be 
incorrect in the light of the many reports in the literature 
to the contrary, but the hazard is numerically not suffi- 
ciently great in cases of the type described above as to 
justify routine radical procedures. The granulosothecal 
group of tumors occurs most frequently in middle or 
late life, and, although the degree of malignant involve- 
ment with this type is definitely less than with the com- 
moner ovarian cancers, I believe that at these age periods 
they should call for radical operation. I have always felt 
that most pathologists take these tumors much too 
lightly, and that metastasis and recurrence, sometimes 
early, but often very late, occur much oftener than is 
generally believed. It is my impression that the study 
of the steadily growing material of the Ovarian Tumor 
Registry will confirm this belief. 

There are many gaps in the above discussion of the 
surgical physiology and surgical pathology of ovarian 
neoplasms, but even this necessarily brief consideration 
will, | hope, emphasize the clear advantage to the sur- 
geon of training himself to be his own operating-room 
pathologist. The next best thing is to have at his elbow 
a competent pathologist, but this is not always possible, 
nor are all general pathologists highly trained in the 
rather special field of gynecologic pathology. The gyne- 
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cologist who is unhappy if he cannot follow his material 
through the pathologic laboratory will acquire an in- 
creasing knowledge of correlated gross and microscopic 
pathology. This gives him increasing confidence in the 
decisions he must make at the operating table, besides 
adding to his daily work a zest and scientific enthusiasm 
that his more mechanistic confrere can never enjoy. 


ABSTRACT OF DISCUSSION 


Dr. Lupwic A. EmGe, San Francisco: The essayst will for- 
give me for not sharing his belief that the ovary is of little 
consequence during the menopausal years. This period of a 
woman’s life is an uncertain time quantity, and here in Cali- 
fornia, where menopause occurs most frequently at 50 yr. or 
over, the casual removal of the ovaries at hysterectomy done for 
purely uterine causes in the middle forties, just because that 
period is considered the traditional age of menopause, is not 
warranted. The assumption that removing just one ovary will 
reduce the incidence of cancer by 50% unfortunately is de- 
feated by the law of probability, since ovarian cancer occurs 
bilaterally in 50%, and, when it occurs unilaterally, it has no 
choice of location. I doubt that the protective value of such a 
prophylactic approach would yield more than a bare 10% prob- 
able safety factor against a cancer that is relatively rare. This 
does not justify the casual sacrifice of thousands of normal 
ovaries. I have never seen cancer of the ovary after hysterectomy 
except in a few instances in which the appearance of the cancer 
warranted the conclusion that the disease had been overlooked 
at the time of operation. If one ovary is good enough to remain 
with the host, why not both? I see no parallel between so-called 
_ prophylactic appendectomy and casual oophorectomy. I am 
‘afraid of such a philosophy because it encourages unnecessary 
surgical intervention. We do not apply such a principle to any 
other vital organ. There is no objection to the removal of ad- 
vanced senile ovaries, but many are left behind in vaginal hyster- 
ectomies in old women, and no harm ensues from doing so. In 
regard to the treatment of cancer of the ovary, I should like to 
plead for two procedures that have been of great help in pal- 
liation, as well as cure, on one hand and of inestimable value 
in evaluating the extent of the disease on the other. Not infre- 
quently pathologists find it difficult to determine with finality 
ihe true nature of cystic ovarian neoplasm. 1 have for years 
taken free fluid from the abdomen as soon as the abdominal 
cavity has been opened, for the purpose of ascertaining the 
nature of the cells in the abdominal fluid. The presence of malig- 
nant cells can be determined almost as quickly and reliably as 
with a biopsy. The same holds true of the study of the contents 
of cysts. Today, with the steadily improving cytologic smear 
facilities, this procedure is now more feasible than ever to prog- 
nosticate subsequent events. A second plea is to desist from 
immediate surgical intervention wherever the operability of a 
malignant ovarian tumor is in question. Obtain free fluid for 
study, or obtain a metastatic nodule if it exists, but do not make 
a biopsy of the tumor proper solely for academic reasons. Close 
the abdomen, and let the radiologist take over. Should the tumor 
shrink, it is often possible to remove the malignant mass rela- 
tively easily after the skin has recovered. Not only has palliation 
in my hands improved immediate results materially, but five- 
year survivals have come up from 18 to nearly 30%. 


Dr. LYMAN W. Mason, Denver: If there is one part of Dr. 
Novak’s paper to which I should like to add my emphasis, it is 
that which has to do with the frequent surgery done on the 
physiologically normal ovary. This consists in the removal of 
normal follicles, normal corpora lutea, and simple retention 
cysts, even though of considerable size. He also called attention 
to the seeming preponderance of “cysts” in the right ovary. It 
took me some years to realize that this seemingly increased sus- 
ceptibility of the right ovary to pathologic changes, usually 
“cysts,” was dependent on the fact that the right ovary was 
accessible through an appendectomy incision, while the left 
usually was not. Thus, by a distance of 7 or 8 in. (18 or 20 cm.), 
the left ovary usually escaped damage. I agree with Dr. Novak 
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that “there is a large nugget of truth” in the dictum that an 
ovary should be either left alone or removed entirely. Ovaries 
do not stand too much interference in their circulation. It is 
a mistake to leave a very small portion of one ovary when ex- 
tensive pelvic surgery has been performed. Such pieces become 
incarcerated in scar tissue or embedded in the posterior surface 
of the broad ligament, with the production of menometrorrhagia 
and/or pain, necessitating subsequent operative procedures. Sur- 
gical intervention is not indicated when the ovary is only mod- 
erately increased in size, when it is not progressively increasing 
in size, when the patient’s menstrual periods are within normal 
limits, or when the enlarged ovary is not producing other symp- 
toms. If left alone, most of these enlargements will eventually 
disappear. I have cured many more cases of menstrual abnor- 
malities with the use of thyroid than I have with ovarian surgery. 
There is a laudable growing interest in conservative surgical 
treatment of endometriosis, especially in the interests of fer- 
tility. | agree that there is no reason to leave the ovaries in 
any woman over the age of 45 when pelvic surgery is done, 
since they have, or have about, reached the end of their span. 
In women between the ages of 40 and 45, it is my practice to 
leave those ovaries that are not pathological, since many women 
do not cease to menstruate until between the ages of 50 and 
55, and in women under the age of 40 to leave all those in 
which the visible pathologic change is minor. I agree with what 
Dr. Novak has said about the surgery of ovarian neoplasms, 
those definitely malignant, as well as the pseudomucinous cysts 
and serous cystadenomas. Dr. Novak did not mention the seem- 
ingly extensive involvement that may appear in ovaries in con- 
nection with hydatidiform mole and corionepithelioma. I am 
sure that the surgical measures 6f many who do pelvic surgery 
would be much more conservative if their testicles were involved 
rather than their patient’s ovaries. 


Dr. Emit Novak, Baltimore: On all points except one Dr. 
Emge and | are apparently in full agreement. My paper has 
included a plea for conservatism in ovarian surgery for benign 
lesions during reproductive life. On the other hand, when hyster- 
ectomies are done in menopausal and postmenopausal women, 
it is my belief that it is false conservatism to retain the ovaries. 
So far as I know, no one has ever shown that these organs, 
so important during reproductive life, are of any functional 
importance after the menopause. Moreover, while I agree with 
Dr. Emge that carcinoma in such residual ovaries is rare, there 
are few of us who have not at times been obliged to reoperate 
because of other lesions, chiefly cystic and at times cystadenom- 
atous. The removal of the ovaries at the times of hysterectomy 
is ordinarily just as easy as the hysterectomy alone, sometimes 
easier, and it is likely to leave a cleaner and better peritoneal- 
ized pelvis. It would be foolish to set arbitrary age limits beyond 
which the complete operation is to be performed, and individual- 
ization must be practiced here as in all surgical problems. In 
the occasional woman, usually one with wrong ideas concern- 
ing the effects of ovarian removal at this age, the surgeon had 
better leave one or both ovaries to avoid any psychologic re- 
percussions. As a rough working rule, the age of 45 would prob- 
ably be considered a fair point of departure, although exceptions 
in either direction can properly be made. 


Balanced Anesthesia.—The modern trend in anaesthesia is 
toward the employment of small doses of various drugs which 
may be given by several routes and excreted in different ways. 
This “balanced anaesthesia,” as it is called, is another method of 
attempting to obtain the ideal. The argument is presented that 
small amounts of many agents are less toxic to the patient than 
a large amount of a single agent. The safety factor to the patient 
is widened, and the balanced anaesthesia induced keeps him 
close to the physiologic normal during operation. These trends 
are a healthy sign in the specialty. They indicate that the 
anaesthetist, unlike his patients, is not sleeping quietly, content 
with the knowledge which has been accumulated. He is look- 
ing forward and upward, in the realization that only the fringe 
of potential possibilities has been explored.—C. R. Stephen, 
M.D.C.M., and H. M. Slater, M.D., Anesthesiology, March, 
1951. 
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PILOT STUDY OF MATERNAL AND NEONATAL FACTORS IN PREMATURE 
INFANT MORTALITY 


Helen M. Wallace, M.D., New York; Henry Rascoff, M.D., Brooklyn 


and 


Hilda Knobloch, M.D., New York 


Since premature birth is the largest single cause of 
infant and neonatal mortality ' nationally as well as 
locally in New York City, it is evident that further signifi- 
cant reduction in these mortality rates will be achieved 
only by the prevention of premature birth and by the 
provision of better pediatric and nursing care for the 
prematurely born infant. Significant reduction of ma- 
ternal mortality has occurred to a great extent as a result 
of intensive studies which medical and public health 
groups have conducted of individual maternal deaths 
and as a result of the application of the knowledge thus 
acquired. It is reasonable to expect that a comparable 
method, if applied to deaths among prematurely born 
infants, might accomplish similar results. Therefore, a 
pilot study of a sample of deaths among prematurely 
born infants in Brooklyn was undertaken jointly by the 
Child Health and Welfare Committee of the Kings 
County Medical Society .and the Maternity and New- 
born Division of the New York City Department of 
Health. 


METHOD OF STUDY AND SAMPLE STUDIED 


Death certificates were obtained for all premature infants 
(those born alive weighing 5% Ib. [2,500 gm.] or less at birth) 
who died during the month of February 1949, before reaching 
their first birthday. A special form was prepared for the study, 
which included detailed questions regarding the antepartum, 
labor and delivery course of the mothers, as well as the condition 
and care of the premature infants in the delivery room and nurs- 
ery. The hospital clinical records of the mother and infant and 
autopsy reports were reviewed by a pediatrician, the available 
information recorded on the study form, and the data tabulated. 
As the data are presented, it will be apparent that not all hos- 
pital records contained the necessary information. Yet, valid 
information in many important areas of care can be presented. 

During February 1949, 55 premature infants died in Brook- 
lyn. This figure represents approximately one-twelfth of all 
annual premature infant deaths and 1% of all annual premature 
infant births in Brooklyn. Two infants were excluded from the 
final tabulations because death occurred at four and one-half 
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months of age from causes apparently not related to prema- 
turity. One infant died at home after a fracture of the right 
femur and ensuing bronchopneumonia due to a fall from bed. 
The second infant, gaining well for two months after discharge 
from the hospital, was admitted three days after the onset of 
an acute upper respiratory infection and died four days later 
of lobar pneumonia. 

The remaining 53 infants died in 24 different hospitals in 
Brooklyn. All except five deaths occurred in the hospital of birth. 
Two infants were born at home and transferred by ambulance 
to hospitals one hour after birth. A third infant was discharged 
from the hospital of birth at 6 days, admitted to the hospital of 
death at 12 days, and died on the 15th day. A fourth infant was 
discharged from the hospital of birth at 7 days, admitted to the 
hospital of death at 31 days, and died on the 66th day. A fifth 
infant, weighing 794 gm., was transported from the hospital of 
birth by the Special Premature Transport Service of the New 
York City Departments of Health and Hospitals at 47 hours of 
age; he died 7 hours after transport. Forty of the 53 infants 
were white. 

PERTINENT MATERNAL FACTORS 

There were 50 mothers of this group of 53 infants, of 
whom 44% (22) were primiparas; the parity in this 
series is the same as that of all women delivered in New 
York City. Other previous studies * indicate a high inci- 
dence of premature birth in women in their first preg- 
nancy. The 28 women who had had previous pregnancies 
had delivered 24 full-term, 20 whose status is unknown, 
and 13 premature infants—at least one out of 4.5 previ- 
ous pregnancies had terminated prematurely. 

Of this group of 50 mothers where the nature of the 
antepartum care was stated, approximately 50% (24) 
were private patients and 25% (13) were general serv- 
ice patients. Five women had had no antepartum care. 
In only 17 instances was any detailed information about 
the antepartum course recorded. 

Taylor and his co-workers * have shown that when 
the mother has a serious medical or surgical complica- 
tion, the premature infant mortality rate is four to five 
times that of infants born of healthy mothers. Thirty- 
eight per cent (19) of the mothers in this series had 
complications of pregnancy which may have played a 
role in premature labor and delivery, either because they 
necessitated early termination of pregnancy or because 
they indicated interference with the nutrition of the fetus. 
Included were cases of bleeding, toxemia, ruptured ap- 
pendix, and malnutrition. 

It is well accepted that women who are in premature 
labor should receive no analgesia * in order to protect 
the respiratory mechanism of the fetus. Certainly mor- 
phine is usually considered to be the most depressant of 
all analgesic agents. In this sample, the mothers of almost 
50% (23) of the infants received some type of anal- 
gesia, including the mothers of 6 infants who received 
morphine (table 1). 

Similarly, it is generally accepted ® that women in 
premature labor should not receive a general inhalation 
type of anesthesia because of the anoxia produced. It was 
not possible to administer an anesthetic to the mothers 
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of 8 infants because they precipitated in bed or delivered 
at home. Almost 30% (13) of the remaining 45 infants 
were subjected to the possible adverse effects of inhala- 
tion anesthesia (table 2). 

It is generally felt by obstetricians that because of the 
fragility of the vascular system and the tendency toward 
hemorrhage, premature infants should be delivered by 


TABLE 1.—Status of Analgesia 


Type of Analgesia No. of Infants 


Meperidine and scopolamine.............ccceceeee 2 23 (44%) 


* Two home deliveries. 


low forceps immediately after full dilatation of the cervix 
when the head is on the perineum; certainly a second 
stage of labor longer than 30 minutes is not desirable. 
In this series, the mother of 17% (9) of the infants 
remained in the second stage of labor for from 30 min- 
utes to 2 hours. 

It is well known that breech presentation ° and cesar- 
ean section carry a higher neonatal mortality than does 
vertex presentation but that additional factors other than 
the method of delivery influence the survival rate in 
cases of premature labor. Acken ‘ has shown that there 
has been a marked decrease in the maternal mortality 
rate following cesarean section without any comparable 
decrease in fetal mortality rates and that prematurity is 
the most frequent cause of the fetal mortality. One might 
conclude that section should be performed for maternal 
indications, but that it does not offer any advantages if 
performed for fetal indications alone. In this series, 14% 
of the babies were delivered by cesarean section and 
6% by breech extraction. The over-all incidence of ce- 
sarean sections in New York City is 3.6%. 

It is strongly recommended by most obstetricians that 
episiotomy be used at the time of delivery; low forceps 
is almost as widely accepted as a necessary procedure. 
In only 25% of the instances in which it was possible 


TABLE 2.—Status of Anesthesia 


Type of Anesthesia No. of Infants 


* Precipitated in bed or delivered at home. 


was episiotomy performed or low forceps used. A combi- 
nation of the two procedures was used in only 20% of 
the possible cases (table 3). 


CARE OF THE PREMATURE INFANT IN THE 
DELIVERY ROOM 


Obstetric, pediatric, and anesthesiology authorities are 
becoming increasingly aware of the importance of resus- 
citation as a lifesaving measure in the delivery room 
when spontaneous respiration is delayed. The Kings 
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County Medical Society * has recently issued an excellent 
guide on the preventive and therapeutic methods of man- 
agement of asphyxia neonatorum. No information was 
recorded in the clinical records about spontaneous res- 
piration in 51% (27) of the infants, or about the use of 
resuscitation in 38% (20). It was stated that 22% of 
the infants breathed spontaneously. Resuscitation of 
varying types (intratracheal or nasopharyngeal aspira- 
tion with or without oxygen, given directly or under posi- 
tive pressure) was used for 40% (21) of the infants, 
including two who breathed spontaneously (table 4). 

One of the cardinal principles in the care of the prema- 
ture infant is that the infant must be assisted in main- 
taining respiration. It has been shown that supplying 
oxygen may change the periodic type of respiration, fre- 
quently seen in premature infants, to a regular pattern.’ 
Most pediatric authorities agree that oxygen should be 
provided continuously from birth for at least 24 hours, 
particularly for small premature infants. Only 13% (7) 


TABLE 3.—Use of Low Forceps and Episiotomy at Delivery 
(in Cases in Which This Was Possible)* 


1 Both 
25 38 31 


* Thirteen breeches, 7 cesarean sections, 2 home deliveries. 
+ Total of 8 patients with low forceps. 
} Total of 11 patients with episiotomy. 


TABLE 4.—Spontaneous Respiration and Use of Resuscitation in 
the Delivery Room 


Status of Spontaneous Respi- Spontaneous 
ration and Resuscitation Respiration Resuscitation 


* 


wo infants breathed spontaneously at birth but were also ‘“‘resusci- 
tated.” 
of all infants received oxygen continuously in the delivery 
room, and an additional 20% (10) received it only in 
the course of resuscitation. Of those 19 infants who were 
stated to be cyanotic at birth, 63% (12) received oxy- 
gen, either continuously or during the course of resusci- 
tation (table 5). As would be expected, there was an 
inverse relationship between birth weight and tendency 
toward cyanosis, and all 7 premature infants who re- 
ceived oxygen continuously in the delivery room weighed 
less than 1,500 gm. 

There was no information on the use of oxygen in 
the delivery room on 41% (22) of the clinical records, 
and no information at all about the provision of heat 


6. Dieckmann, W. J.: Fetal Mortality in Breech Delivery, Am. J. 
Obst. & Gynec. 52: 349, 1946. Clifford, S. H.: Reduction of Premature 
Infant Mortality, J. Pediat. 5: 139, 1934. Breese, B. B., Jr.: Influence of 
Factors Before and at Delivery on Premature Infant Mortality, ibid. 
12: 648, 1938. 

7. Acken, H., Jr.: Fetal Mortality in Caesarian Section, Am. J. Obst. 
& Gynec. 53: 927, 1947. 

8. Prevention and Treatment of Asphyxia of the Newborn, by the 
Child Health and Welfare Committee, Maternal Welfare Committee, and 
the Committee on Anesthetic Study, Bull. King County Med. Soc. 28: 179 
(May) 1949. 

9. Wilson, J. L.; Reardon, H. S., and Murayama, M.: Anerobic 
Metabolism in the Newborn Infant. I. On The Resistance of the Fetus and 
Newborn to Oxygen Lack, Pediatrics 1: 581, 1948. 
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and oxygen in the transfer of the infant from the delivery 
room to the nursery. 

Because the premature infant is physiologically un- 
equipped to withstand changes in external environment, 
it is well accepted that means of controlling environ- 
mental temperature and humidity must be supplied. Only 
10% (5) of the infants were stated to have been pro- 
vided with heat in the delivery room. 


Tas_e 5.—Correlation of the Presence of Cyanosis with 
Administration of Oxygen in the Delivery Room 


Presence of Cyanosis 
Not 
Use of Oxygen Yes No Stated Total 
Oxygen continuously at birth 8 1 8 7 (18%) 
Resuscitation oxygen only at 63% 
birth .... 9 Oo 1 10 (50%) 
Oxygen not given................0005 4 3 1 14 (26%) 
No information ............6..seeeees 8 5 14 22 (41%) 
19 9 26 68 (100%) 


CARE OF THE INFANT IN THE NURSERY 


To complete the picture of the use of the heat and 
oxygen, oxygen was supplied to 96% and heat to 80% 
of the 49 infants who survived to reach the nursery. 
Although this finding is in contrast to the recording in 
the delivery room, there was a delay in the provision of 
these necessary adjuvants in approximately 20% of the 
cases (table 6). This delay varied in time from one hour 
to 34 days, and in four cases it was given just prior to 
death. 

Although the scientific value of the use of vitamin K 
in the prevention of hemorrhagic manifestations is not 
proved, nevertheless, many obstetric and pediatric au- 
thorities recommend its routine use for women in prema- 
ture labor, or for premature infants immediately after 
birth. In 33% of the cases, neither mother nor infant 
received vitamin K. 

Proper feeding is one of the most important aspects of 
premature infant care. Some of the factors to be con- 
sidered are the period of starvation prior to initial feed- 


TABLE 6.—-Time of Provision of Heat and Oxygen After 
Arrival in Nursery 


Time of Provision Heat Oxygen 
Continuous in delivery room and nursery........ 5 7 
Within 30 min. after arrival...................... 1 ‘6 
Within Ist day after arrival...................... 7 1}; ul 
$4 days after 1 
vs 7 | 20% 24% 
Totals 49° 49° 


* An additional 4 babies died in delivery room. 


ing, the method of feeding, reactions to feeding, and the 
training of the personnel who feed the infants. In the final 
analysis, the time of initial feeding depends on the clinical 
evaluation of the individual infant. It is generally ac- 
cepted, however, that time for rest, for the establishment 
of an adequate swallowing reflex, and allowance for 
homeostasis are more important than the provision of 
calories in the first days of life of a small premature in- 


10. Gordon, H. H.: Feeding of Premature Infants, Am. J. Dis. Child. 
73: 713 Gune) 1947. 
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fant. Many pediatric authorities feel that for these reasons 
it is safer to wait 24 to 48 or even 72 hours prior to feed- 
ing an infant weighing less than 1,500 gm. at birth and 
that certainly no premature infant should be fed prior to 
12 hours.’° The period of initial starvation varies in- 
versely with the birth weight. 

One infant weighing less than 1,000 gm. at birth, 2 
in the 1,000 to 1,499 gm. group, | in the 1,500 to 1,999 
gm. group and 3 in the 2,000 to 2,499 gm. group, or a 
total of 7 infants, were fed within the first 12 hours after 
birth. Thirty infants died before feeding was initiated 
(table 7). 

All varieties of methods were used for the 23 infants 
who were fed—gavage, dropper, Breck feeder and nip- 
ple, alone or in combination. A Breck feeder, which 
most pediatric authorities feel may be a serious hazard 
from the viewpoint of aspiration, was used in three in- 
stances. Although it was not possible in most instances 
to tell from the records whether the infants were held 
or supported when fed, personal observations have 
shown that the propping of bottles, even for premature 
infants, is not an uncommon practice. 

An important clinical guide in planning the method of 
feeding of premature infants is the infant’s reaction to 
feeding. Of the 23 infants who were fed, approximately 


TaBLe 7.—Birth Weight Correlated With Time of 
Initial Feeding 


Birth Weight, Gm. 


Less 
Time of Initial Not than 1,000- 2,000- 
Feeding Weighed 1,000 1,499 1,999 2,499 Total 

No feeding .......... 3 14 7 2 4 80 
4 ough 7 hr....... 0 0 0 1 1 2 
8 through 11 hr...... 0 1 2 0 2 6 
12 h ee 0 1 2 3 1 7 
% through 47 hr...... 0 2 2 3 2 v 

3 18 13 9 10 53 


50% had regurgitation and cyanosis following feedins. 
No information on these points was given for another 
40%. The frequency of these reactions varied from 
after one feeding to after all feedings. It seems reasonable 
to suggest that, because of the relatively high incidence 
of unfavorable reactions to feeding, more judgment must 
be used in selecting the method of feeding for each in- 
fant, and the skill of the personnel who do the feeding 
must be carefully scrutinized. 

It is generally agreed by pediatricians that nursing 
skill is one of the most important factors in the feeding 
of premature infants, as well as in their general care. 
In this series, a wide variety of nursing personnel and, 
at times, medical personnel fed these infants. Included 
were registered nurses, practical nurses, student nurses, 
hospital attendants, pediatricians and house staff mem- 
bers. Of all the individual members of the nursing per- 
sonnel who fed premature infants, only one had had ad- 
vanced training in the care of premature infants at the 
time these infants received care. 

There were 186 nurses who gave care to this group of 
53 premature infants; 63% were registered professional 
nurses, 23% were practical nurses, and 6% were student 
nurses. It is interesting to note that 50% of the registered 
professional nurses worked in 4 of the 24 hospitals. 
More important, eight infants received their complete 
care from practical nurses. It was found that care was 
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given wholly by practical nurses to an additional four 
infants on one tour of duty and to an additional two 
infants on two tours of duty. 

Just as skilled nursing is necessary in the care of pre- 
mature infants, so too is skilled pediatric supervision. 
Seventy-five per cent of the 27 infants who were under 
the care of an attending physician were supervised by a 
pediatrician. Twenty-four infants were under the care of 
house staff almost exclusively from the pediatric service. 
In other words, 80% (43) of the infants were under 
some type of pediatric supervision (table 8). Of the two 
infants who had no medical care, one died in the delivery 
room immediately after birth. The time after birth when 
the infants were seen by an attending pediatrician is like- 
wise of importance. Half were seen by an attending 
pediatrician in the infant’s first 24 hours of life. The other 
half were seen for the first time by attending pediatricians 
from the second to the tenth day of life. 


AGE AND CAUSE OF DEATH 
It is well known that the first 48 hours of life are the 


critical period for the premature infant. The infants in — 


this series show little deviation from the usual pattern. 
Fifty per cent of the infants who died did so in the first 


TABLE 8.—Medical Care of Infant 


Type of Medical Care 


Attending physician 
ediatricia 
General pr 
Obstetricia 
Pediatric 


No. of Infants 


n 
D 


* One infant in each group died in delivery room. 


24 hours, and a total of 86% died in the first week. 
Only 3 of the 34 infants weighing less than 1,500 gm. 
at birth who died survived the first week, while 25% 
of the larger infants lived longer than seven days (as 
shown in the chart, where the solid column represents 
infants who weighed over 1,500 gm. at birth and the 
stippled column represents infants who weighed under 
1,500 gm. at birth). As would be expected, 40% of the 
deaths occurred in infants weighing less than 1,000 gm. 
at birth. Approximately 20% of the remainder of the 
deaths occurred in each of the other three birth weight 
groups (table 9). 

Obviously, one of the points of greatest interest to 
clinicians is the specific cause of death in this group of 
premature infants. There were three sources of informa- 
tion on cause of death: the autopsy report, the clinical 
record of the infant in the hospital, and the death cer- 
tificate. 

Autopsies were performed on 29 of the infants; 60% 
were done by pathologists, and the remaining 40% by 
residents in pathology. Seven autopsies were incom- 
pletely done. No clinical diagnosis was recorded on the 
hospital record of 12 infants. 

Death was attributed to prematurity alone in over 
40% of the cases on the death certificate and in the 
clinical records, while some other cause was found in 
all instances when an autopsy was performed. Death 
was attributed to cerebral hemorrhage in a significantly 
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higher percentage of cases in which an autopsy was done 
(26% as compared with 7 and 8% ), while some abnor- 
mality of the respiratory tract was listed with equal 
frequency in the three sources of information. It is sig- 
nificant that following autopsy over 60% of the respira- 
tory deaths were found due to aspiration pneumonia. 
Prematurity and congenital atelectasis formed the largest 
single group on the anatomical reports (table 10). 


NUMBER OF BABIES 


=-¢ ‘ - x 
DAYS DAYS DAYS 
AGE AT DEATH 


Age at death of premaiure infants. Stippled columns represent numbers 
of infants whose birth weights were less than 1,500 gm.; solid columns, 
infants whose birth weights were more than 1,500 gm. 


Of further interest to both clinicians and public health 
workers is the degree of correlation of information re- 
garding the cause of death between the autopsy report, 
the clinical record and the death certificate. Since infor- 
mation on the death certificate is usually derived from 
data on the clinical record, there was a high degree of 
correlation between these two sources of information 
(65% complete and 25% partial correlation). For the 
reason just cited, other comparisons represent substan- 
tially a correlation of clinical and anatomical diagnosis 
and they are all proportionately the same. There is no 
correlation in 40% of the cases, with 30% complete 
and 30% partial correlation. (Table 11 shows these 
correlations, where sufficient data were available to make 


TABLE 9.—Weight of Infants at Birth 


No. of Per Cent 


Birth Weight, Gm. Infants of Total 


* This group consisted of 1 baby, 14.5 em., 17 weeks’ gestation; 1 baby 
not weaeee, 6 months’ gestation, and 1 baby not weighed, 5 months’ 
vestation. 


them.) The fact that prematurity with congenital atelec- 
tasis Only is listed as the cause of death in such a high 
proportion of the autopsy protocols indicates that either 
there was no demonstrable cause of death, or that the 
caliber of the autopsy was such that no cause was found. 


COMMENT 
After presentation of these clinical data on this series 
of premature infant deaths, one might logically ask 
“What are the lessons to be learned and what are the next 


1-6 
25 
20 
15 
10 
UNDER y 
24-HR. HR. 


steps to be taken?” Beck '' in 1941 reported on the role 
of the obstetrician in the prevention of premature birth 
and in the prevention of death in premature infants. 
Recent studies stressing the influence of antepartum nu- 
trition on the status of the infant at birth and emphasizing 
antepartum care indicate a potential approach to the 
prevention of premature birth. Beck and others have 
also stressed the importance of the management of the 
pregnant woman with complications. The King County 
Medical Society Committee on Maternal Welfare '* has 
drawn up an excellent set of recommendations for the 
care of antepartum patients. Consideration must also be 
given to the use of episiotomy and outlet forceps in the 
delivery of the infant and the use of vitamin K. The Den- 
ver group has recently reported on the importance of 
nonuse of analgesia and inhalation anesthesia for women 


TaBLeE 10.—Cause of Death 


Death 
Cause Certificate Clinical Anatomical 
22 (42%) 19 (46%) 0 
Prematurity with atelectasis........ 15 (30%) 9 (22%) 12 (44%) 
Cerebral hemorrhage ................ 4 (8%) 3 (7%) 7 (26%) 
Respiratory deaths .................. 12 (22%) 10 (25%) 8 (30%) 
Bronchopneumonia ............... 7 5 0 
Bronechopneumonia with sepsis... 1 0 1 
Aspiration pneumonia ............ 2 (16%) 3 (30%) 5 (62%) 
Pulmonary edema, gastroenteritis 1 1 oe 
Pulmonary hemorrhage ..........  .. 1 
Autopsy done, no information......  .. 2 
No clinieal diagnosis ................ 12 


TaBLe 11.—Correlation of Information on Causes of Death 
(in Cases Where It Was Possible)* 


Source of Information 
Death Certifi- Death 
All Three Clinical and eate and Certificate 
Sources Anatomical Anatomical and Clinical 


Status of - 
Correlation No. % No. % No. % No. % 
Complete......... 5 30 6 30 8 30 27 65 
11 12 16 37 
ee 6 30 6 30 8 30 10 25 
cy base iawn 9 40 8 40 ll 40 4 10 
20 10) 20 100 27 100 41 100 


* No elinieal diagnosis in 12 cases and no anatomic diagnosis in 26. 


in premature labor. It is evident, therefore, that there is 
a gap between available scientific knowledge and present 
day obstetric practice. 

So, too, there is a gap in the application of the avail- 
able pediatric knowledge of the care of the premature 
infant in the delivery room, in transfer from delivery 
room to nursery, and in the nursery itself. It seems clear 
from the material presented that there must be wider 
dissemination of knowledge regarding the value of 
proper means of neonatal resuscitation as a lifesaving 
measure, followed by the training of physicians, includ- 
ing house staff members, so that the recommended pro- 
cedures may be performed safely. Likewise the cardinal 
principles of care of the infant—the provision of oxygen, 
heat, and proper feeding—must be translated from the 
theoretical stage to practical application. All these facts 
point up the need of additional joint training of physi- 


11. Beck, A. C.: How Can the Obstetrician Aid in Reducing the Mor- 
tality of Prematurely Born Infants, Am. J. Obst. & Gynec. 42: 355, 1941. 

12. Mintmam rds for Prenatal Care, prepared by the Maternal 
Welfare Committee of the King County Medical Society, Seattle, C. A. 
Gordon, Chairman. <a 
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cians and nurses in the care of the premature infant. 
Because of the number of small premature infants being 
cared for wholly by practical nurses, a definition of the 
role that nonprofessional nurses should play in the care 
of the premature infant is also needed. 

One of the important aspects of care which the hospi- 
tal with the averaged-sized maternity service finds most 
difficult to provide is the skilled nursing care required 
by the premature infant on a round-the-clock basis. It 
has been estimated that if the premature survival statis- 
tics of two large hospitals, which have an adequately 
trained and supervised nursing staff in their premature 
units, were applied to all premature infants in New York 
City, the lives of 500 to 600 infants, or 30% would be 
saved annually. Therefore, the logical step seems to be 
the provision of special premature centers where such 
specialized care may be given. Early transfer of prema- 
ture infants to such centers immediately after birth 
should be strongly encouraged, particularly for infants 
weighing less than 41% Ib. (2,000 gm.) at birth. Each 
hospital should, of course, be expected to provide safe 
immediate care for the infant prior to transfer, including 
the provision of heat and oxygen continuously from 
birth. 

It is realized that some of the data of this report are 
incomplete because of lack of information on the hospi- 
tal records. The two greatest areas where information is 
lacking are in the antepartum history of the mother and 
in the care of the infant in the delivery room. It is in 
precisely these two areas that concentrated effort may 
be expected to produce very fruitful results in the solu- 
tion of the problem of prematurity. While the status of 
records is primarily an administrative problem within 
the hospital, complete information must be available to 
the medical personnel for study as well as for action. The 
medical directors of the obstetric and newborn services 
should share in the responsibility for rectifying the 
situation. 

In New York City, approximately 40% of all infant 
deaths are autopsied annually, in contrast with an 80 to 
90% autopsy record in Chicago. It is evident that further 
interest must be stimulated in this area, if the potential 
knowledge gained from the study of individual deaths is 
to be made available for general application. This prob- 
lem is not only a quantitative one, but the results of the 
autopsies show that it is also qualitative. There is a great 
need for more pathologists interested and trained in 
neonatal pathology. One group in Brooklyn, under the 
aegis of Dr. Charles A. Gordon, has already taken the 
first step by providing a pathologist well trained in neo- 
natal pathology. In New York County, plans are being 
made by the Infant Mortality Committee of the New 
York County Medical Society for the formation of a 
team composed of pathologist, obstetrician and pedia- 
trician who would be available to serve as consultants 
io Manhattan hospitals to perform autopsies on newborn 
infants and to review the obstetric and pediatric factors 
in the care of such infants prior to death. 

As a result of this pilot study, plans should be made 
to carry On a continuous investigation of deaths among 
premature infants in a manner similar to that of the Ma- 
ternal Mortality Committees. Continuous joint investi- 
gations by the Medical Society and Health Department 
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have been successfully carried on for a period of years 
in Chicago,'* Philadelphia and Maryland,'* and have 
led to the development of joint programs for action. 


SUMMARY 
This report describes the method used and the findings 
in a pilot study of 55 premature infants who died in 
Brooklyn in February, 1949. Certain deficiencies in the 
recording of information and in the care given to ma- 
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ternity patients and their prematurely born infants are 
discussed. It is hoped, as a result of this study, that 
methods will be developed to evaluate and improve such 
care on a continuing basis. 


1313 Bedford Ave. 


13. Lander, H.: Personai communication to the authors. 

14. Rose, E. K.; Gowing, J.; Hartley, H. H., and Swift, A. D.: Further 
Neonatal Salvage, Pennsylvania M. J. 51: 645, 1948. 

15. Davens, E.: Personal communication to the authors. 


CHICAGO PLAN FOR CARE OF PREMATURE INFANTS 


Julius H. Hess, M.D., Chicago 


The importance of proper care for premature infants 
has been slow in being recognized. While my interest in 
this phase of the practice of medicine goes back to 1906, 
it was not until 1922 that a premature infant station of 
size was finally established in the Sarah Morris Hospital 
of Michael Reese Hospital in Chicago. This station was 
willing to accept premature infants from all sources, 
whether born in a home, at Michael Reese Hospital or 
at some other hospital where necessary equipment and 
nursing care were not available. The success in establish- 
ing and operating our premature station has been due to 
the efforts and interests of the Infants’ Aid Society of 
Chicago, a group of philanthropic women now number- 
ing over 1,100 active members, who have supplied most 
of the equipment for the station, have provided care for 
a high percentage of our charitable and semicharitable 
cases, and have established an endowment fund, the 
income from which may be used only for the employ- 
ment of nurses in the station or the procurement of 
breast milk in necessary instances. These activities of 
the Infants’ Aid Society have been given in some detail 
as a helpful suggestion to other institutions desiring to 
have a premature station. 

In 1922, when our premature infant station was 
opened, it was obvious that infants born in homes or 
other hospitals could not be accepted into the clean 
newborn nursery in Michael Reese Hospital and for this 
reason the station was located in the Sarah Morris Hos- 
pital for Children. The possibilities of the station were 
slow in being recognized by the medical profession, and 
the wisdom of opening such a station in a hospital for 
children was not immediately admitted, as evidenced 
by the fact that only 19 patients were accepted for care 
in 1922, 28 in 1923, 47 in 1924, 66 in 1925, and 106 
in 1926. From that point on the admissions increased 
until 492 premature infants were admitted in 1947, 488 
in 1948, and 435 in 1949. 

By 1932 the demands on the station had reached a 
point where it could no longer provide for all the appli- 
cants who were referred for care, and the small station 
previously established at Cook County Hospital was 
enlarged. At the present time the Sarah Morris Hospital 
station has a maximum bed capacity of 35, and the Cook 
County Hospital station, a somewhat larger capacity. 
From 1932 to 1934 these two stations were operated in- 
dependently but with encouragement from the Chicago 
Board of Health. 


In 1934 the city-wide plan for the care of premature 
infants was inaugurated, and the Chicago Board of 
Health and the premature stations at Sarah Morris and 
Cook County Hospitals combined their facilities for the 
care of these infants in Chicago and Cook County. The 
seven basic principles which were established at our 
station and which are considered necessary to the opera- 
tion of a qualified premature infant station were included 
in the Chicago city-wide plan and are discussed briefly. 

1. It is obvious that to be of service to the infant the 
Board of Health must know of its birth. Therefore, in 
the city of Chicago, all premature births must be re- 
ported to the Board of Health by telephone within one 
hour after delivery, followed by written confirmation 
within 24 hours. As soon as the report of a premature 
birth is made, the Board of Health contacts the physi- 
cian, if one has been in attendance, for his permission to 
transport the infant to a premature station if such re- 
quest was not made at the time of reporting the birth. 
All transportation of these babies, whether from a home 
to a hospital or from one hospital to another, is done by 
the Board of Health in a specially designed and equipped 
ambulance. The nurse who accompanies the ambulance 
has had special training in the handling of the infant 
during transportation, especially in emergency treat- 
ment. If the baby is in another hospital and is in poor 
condition, it is suggested that it be kept in an incubator 
and given oxygen until its condition improves, waiting 
from 8 to 24 hours before removal to a premature sta- 
tion. If the baby is born at home and is in poor condition, 
oxygen is administered by the nurse from the Board of 
Health, and the infant remains in a warm crib supplied 
by the Board of Health until there is definite improvement 
in respiration and circulation and is then transported 
to a premature station. Regardless of where the baby is 
born, it must be protected against chilling from the time 
of delivery until transported to a special station. Oxygen 
is given, at least temporarily, to all premature infants 
received in our station. Any patient brought to the sta- 
tion from outside is examined only for cyanosis, trauma, 
and congenital deformities at the time of admission, 


‘ ag before the Kings County Medical Society, Brooklyn, April 
17, 19 
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limiting exposure to a minimum. Thorough physical 
examination is delayed until the infant’s general condi- 
tion warrants such procedure. 

2. The premature infant stations are supplied with 
incubators or some type of heated beds, as well as special 
equipment for oxygen and other emergency therapy. 

3. Premature infant stations must have nursing and 
medical care by trained personnel. It has at all times 
been our contention that skilled nursing care is the prime 
essential in reducing premature infant mortality. Best 
results are obtained if well-trained graduate nurses are 
in charge. The supervising nurse of the station should 
be responsible to the pediatrician and should, therefore, 
be pediatrics-minded. All student nurses taking care of 
premature babies must receive adequate instruction and 
must be closely supervised. For the 24-hour period, the 
nursing personnel should average one nurse for every 
two to four infants, the number of nurses required de- 
pending upon whether graduate or undergraduate nurses 
are in charge of these babies. In our station there are 
also nursery maids, who have been trained for one year 
in the care of newborn and young infants. They spend 
part of their training period in the obstetric nursery and 
part in the children’s hospital in which the premature 
station is located. Since they remain in the station for 
longer periods than the average nurse in training, the 
personnel is changed less frequently, which is a great 
advantage, decreasing the amount of personnel instruc- 
tion necessary. 

It is my belief that care of premature infants should 
be assigned to the pediatric department and that a long 
period of service in the station should be considered 
desirable for the pediatrician and resident as compared 
with the usual short-term rotation service. It has been 
our experience that an inadequately trained house staff 
is soon evidenced by increased morbidity and mortality 
in the station. 

4. Breast milk for the infants in our station is supplied 
or obtained from wet nurses and visiting mothers. The 
mothers of the babies who are patients in the station 
express their milk at home and send it to the hospital 
to be used. The Chicago Board of Health maintains a 
breast milk station which makes breast milk available 
without cost to the hospital when it is needed to supple- 
ment our own supply. 

5. A field nursing service has been developed for 
instruction of the mothers in the care of infants follow- 
ing their graduation from the station. Special attention 
is also given to the promotion of breast milk secretion. 
Breast milk in the home reduces the number of hospital 
days, and most mothers can be taught hand expression. 
Psychology plays an important role here. 

6. A simple type of heated bed is loaned to graduates 
for use in the home. This is of great value in reducing 
the number of cases returned to the hospital due to acute 
illnesses after graduation from the station. — 

7. An outpatient clinic is maintained for instruction 
of mothers and for the care and supervision of grad- 
uates. It was recognized early in our station that such a 
clinic was most desirable because many of our patients 
come from families in the lower income bracket and 
frequently do not have private physicians. Many times 
the private physician in attendance will request that the 
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baby be returned to the clinic during the early months 
after graduation. It is important that the follow-up clinic 
have as its objective good physical growth and mental 
development in the child, factors which are as important 
as a low mortality and morbidity rate. The increasing 
importance of our outpatient clinic is shown in the fol- 
lowing statistics: 


1946 1947 « 1948 1949 
N@W CASES lll 101 135 145 
Individuals in year..... 359 408 376 450 
1,315 1,57 1,827 2,644 
Visits per individual.... 3.66 3.86 4.86 5.87 


Illinois, through its Department of Public Health in 
Springfield, has a well-defined program for the care of 
premature infants. Three stations are now in operation 
outside Cook County, and plans for six more are being 
completed. Through the use of premature centers that 
meet the standards of location, space, physical equip- 
ment, and specialized medical and nursing care, the 
Illinois Department of Public Health provides hospital 
and nursing care not available in all localities for the 
premature infants of all economic levels, gives economic 
assistance to families who lack the necessary funds for 
specialized medical service in caring for their premature 
infants, and thus provides a means to aid in diminishing 
mortality attributable to prematurity. Through grants of 
funds from the Children’s Bureau the centers have been 
paid for hospitalization of infants who would otherwise 
be denied this special care. Similar financial arrange- 
ments have enabled the Department of Public Health to 
pay, where necessary, for the ambulance transportation 
of infants from outlying areas of the state to the centers. 
Funds have also been made available for providing 
special training for nurses serving in these centers. In- 
tegration of the phase of hospital care with later home 
care has been accomplished through the cooperation of 
local health departments and public health nurses. 

To meet the needs of and the increasing demands for 
trained personnel, voluntary training centers must be 
established throughout the United States. Michael Reese 
Hospital has encouraged a program of special training 
for physicians in the care of the premature infant, and 
many physicians, supervisors of state and city boards 
of health, and supervisors of individual hospitals have 
taken advantage of an opportunity for observation in 
our station. A six-weeks’ course for nurses is given at the 
Sarah Morris Hospital premature station, covering not 
only the theoretical but also the practical application of 
care of the premature baby, the latter including experi- 
ence in the station, in the outpatient department, and on 
home visitation. Various training programs for nurses 
are being offered in other qualified centers, such as the 
Harriet Lane Home of the Johns Hopkins Hospital in 
Baltimore; Columbia-Presbyterian Medical Center and 
New York Hospital-Cornell Medical Center in New 
York; Cook County Hospital premature station, Chi- 
cago; Los Angeles General Hospital; Colorado General 
Hospital, Denver; Oklahoma University Hospital, Okla- 
homa City; Charity Hospital, New Orleans, and the 
Margaret Hague Hospital in Jersey City. It is unfor- 
tunate that there are so few training centers in this coun- 
try and that these are so limited in the number of nurses 
that can be trained. It is nty belief that nurses must be 
offered this type of training at the expense either of the 
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state or the individual hospital to which they will return 
at the completion of the training period. 

Having become interested in state-wide programs for 
the care of premature infants as they are carried out in 
this country, in 1949 I wrote to the Divisions of Maternal 
and Child Health in all of the states as well as Alaska 
and Hawaii in an effort to determine what progress had 


PREMATURE MORTALITY—BAUMGARTNER 893 


been made in those localities. The replies received from 
44 states and the two territories indicated as many 
variations in the program as there are Divisions of 
Maternal and Child Health. Although no state has 
established a fully satisfactory state-wide program, 
nevertheless, much progress has been made. 


104 South Michigan Avenue. 


NATION-WIDE PLAN FOR REDUCTION OF PREMATURE MORTALITY 


Leona Baumgartner, M.D., Washington, D. C. 


The federal grants-in-aid system for health purposes 
is based on the principle that problems and resources 
vary widely and that each state moves at its own speed. 
An excellent study recently reported indicates that 
Kings County was ready to move forward in an impor- 
tant way in tackling the problems of saving the lives of 
premature babies before any of the other counties in 
the Greater New York area. So I interpret “a nation- 
wide plan” to mean a statement of general principles, the 
application of which will vary widely from one state 
or community to another. 

Infant mortality since 1915 has been reduced two- 
thirds, from 100 deaths per 1,000 live births in 1915 to 
31 deaths in 1949. Improved sanitary conditions (such 
as the elimination of the house fly and pasteurization of 
milk), improved living standards, better nutrition, and 
improved medical practice have played a part in this 
reduction. 

Certain specific steps can be identified in the down- 
ward progress of infant mortality. First came the realiza- 
tion that the extent of the problem was not known. For 
example, when the federal Children’s Bureau was organ- 
ized in 1912, no one knew how many infants were born or 
how many died in the first year of life. A campaign for 
birth and death registration followed. Then came studies 
by physicians to determine why these babies died and 
which deaths were preventable. Out of the knowledge 
gained through these two approaches to the problem, 
practical steps were taken. Doctors and nurses received 
additional training, emphasizing what they must do not 
only to care for the sick but also to prevent the conditions 
which lead to death; the public was told what it needed to 
do; public health departments and hospitals and other 
community groups organized special services to tackle 
the problem. 

As time went on, practice was changed to take into 
account what scientific research was developing, such 
as better methods for pasteurization of milk, newer 
knowledge of nutrition and food production, and more 
effective health education. 

The problem of prematurity presents the same sort 
of challenge that infant mortality did 35 years ago, and 
I believe that the same kinds of activities must be under- 
taken if we are to be as successful in reducing the deaths 
associated with premature birth. First, we need to know 
the extent of the problem. New York city, for example, 
knows its incidence of premature birth and knows its 
mortality rates, because for some 10 years birth weight 


has been included on birth certificates filed in the city. 
But for much of the rest of the United States this is not 
true. Even the definition of a prematurely born infant 
has varied from hospital to hospital and from area to 
area. Nineteen-fifty marks the first year in which birth 
weight, the most generally agreed single criterion of pre- 
maturity, will appear on birth certificates in all of the 
States. 

States and communities need to be encouraged to 
analyze the facts in their own localities. Recording birth 
weight on all birth certificates will tell how many pre- 
matures there are and how many survive. 

Another step is to analyze deaths occurring in a local 
area with a view to finding out “why.” This is the sort 
of pioneering job that was done in Kings County. The 
County Medical Society worked hand in hand with the 
local health department to uncover the facts. Nurses 
and doctors worked together to find the weakness, the 
gaps in service that made the difference between life and 
death. They have results which point to the corrective 
and productive measures to be taken. Such studies are 
a first and important step in any national drive to reduce 
deaths associated with prematurity. They focus the 
attention of the profession on the problem. High-lighting 
of what needs to be done next has been essential in every 
lifesaving effort made in this country, and it is important 
that physicians and nurses do this part of the job them- 
selves. 

Although not all states have complete figures, there 
is considerable knowledge of the extent of the national 
problem. From what doctors record on death certificates 
as the primary cause of death, we know that premature 
birth is the leading cause of infant death today, and that 
the numbers of such deaths are sufficiently large to make 
prematurity the eighth cause of death among persons of 
all ages. How many persons are concerned that in 1947 
physicians declared that prematurity was the chief cause 
of death for 41,000 citizens of the United States? An epi- 
demic of disease that involved that number of persons 
would call forth the concerted action of all the nation’s 
doctors and nurses, of national, state and local govern- 
ments, and of citizens’ groups everywhere. Why should 
we do less because the cause of death is premature birth? 
Physicians know that not all these deaths can be pre- 
vented with the scientific knowledge at hand and realize 


From the Children’s Bureau, Federal Security Agency. 
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that probably there will always be an irreducible mini- 
mum representing certain genetic and developmental 
failures that cannot be saved. The time has come for a 
nation-wide effort to see that every mother gets the 
kind of care during her pregnancy that improves her 
chances for being delivered of a full-term infant, and that 
every prematurely born infant gets a chance at those 
measures which have proven effective in saving life. 

Let us see what factors influence survival and what 
can be done about them. The first generally recognized 
and scientifically verified fact is that the smaller the baby 
the less his chance for survival. Figures for New York 
city for all babies born prematurely in 1947 (not just 
those cared for in certain hospitals which give an incom- 
plete picture) showed, for example, that the mortality 
rate in babies weighing less than 2,500 gm. (51% Ib.) 
was 13 times that of babies weighing more than 2,500 
gm. 
Mortality rates reported for different groups weighing 
less than 2,500 gm. vary widely. To make any valid 
comparisons, it is necessary to know the composition of 
the group. Obviously if a larger proportion of small 
babies are included, rates will be higher. This has long 
been recognized, but the recent analyses of Taylor, 
Eastman and others indicate that other factors are at 
work. In the two-year-old Colorado program (one of the 
most comprehensive programs undertaken in this coun- 
try), Dr. Taylor found that in every weight group there 
is a significantly greater mortality for infants born from 
abnormal pregnancies or deliveries, the difference in a 
group of 477 infants being 8% for the “normals” and 
37% for the “abnormals.” In Eastman’s study prema- 
ture birth occurred in 24.9% of his patients who had 
poor prenatal care or none, as compared with 7.8% of 
those who had good care. 

This again points to the importance of the obstetrical 
factor in this problem of reducing deaths associated with 
prematurity. Actually herein lies, perhaps, our greatest 
job and one that is all too often overlooked by those who 
advocate so-called premature programs. It is the general 
practitioner who attends most women during preg- 
nancy and delivery. The first job is to put into his hands 
the tools necessary to enable as many women as possible 
to carry their fetuses safely to term and through delivery. 

We must not forget, either, the several important 
studies that have conclusively shown that the woman 
who eats an inadequate diet during her pregnancy is 
more likely to have a premature infant. Although too 
few doctors take cognizance of this fact as they provide 
care for women during pregnancy, all doctors have 
recognized that the social and economic conditions 
under which the pregnant woman lives influence the out- 
come of her pregnancy as directly as the type and amount 
of medical care she receives. 

The second part of the job is to bring to the care of 
those prematurely born the best that modern pediatrics 
has been able to evolve. The guiding principle is simple 
enough—to give the infant the help he needs to meet 
the hazards of life as well as or better than his full-term 
sibling. So come the much publicized incubators, ambu- 
lances, oxygen, transfusions, and specialized premature 
centers. These are the devices that have so far proved of 
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value in saving lives. But one of the questions we have not 
answered is how to organize services to bring the best 
care to all babies? How much can the general practitioner 
and the small hospital carry by themselves? What training 
do they need to carry the load? When should they have 
and how best can they secure the additional expert help 
they need? What is the best use to be made of the “prema- 
ture center”? The trend seems to be toward having every 
nursery and every doctor equipped to care for the larger 
and healthier premature and to develop some kind of 
regionalized service to bring consultation and expert care 
to those cases whose needs cannot be met by the general 
practitioner or the small hospital. The Children’s Bu- 
reau in cooperation with some state health departments 
and the Academy of Pediatrics is now planning studies 
that may give some answers to this problem of getting 
the most effective care to all prematures. 

These are some of the important trends and facts of 
the problem of prematurity from the medical point of 
view. One additional fact often overlooked is that the 
public has an enormous interest in the subject. 

What are various parts of the country doing about the 
problem of premature babies? Although different states 
are attacking this problem in different ways, a basic 
pattern is beginning to emerge. Most activities are 
guided in part by state and local health departments, and 
are financed in part by the federal grants-in-aid pro- 
grams provided for under the maternal and child health 
provisions of the Social Security Act. The following ac- 
tivities are usually included: 1. Training of nurses and 
physicians in the care of premature infants. This is a 
widespread activity. 2. Development of hospital standards 
and licensing, emphasizing facilities and personnel for 
proper care of premature infants. 3. Consultation to 
hospitals (principally by nursing consultants so far) in 
an effort to raise the standards of care for full-term as 
well as premature infants. 4. Loan of incubators, to- 
gether with consultation regarding their use. 5. Trans- 
portation of premature infants to premature infant 
centers. 6. Development of premature infant centers 
and purchase of hospital care for them. 7. Measures 
designed to prevent premature labor, such as: more and 
better prenatal services, with emphasis on diagnosis and 
the importance of adequate nutrition; obstetric consulta- 
tion for complications during pregnancy; hospitalization 
for complicated pregnancy; and obstetric consultation 
aimed toward improving the management of the mother’s 
labor and delivery in cases of premature birth (since 
most of the premature infant deaths occur on the first 
day of life). 

Most state health departments are carrying one or 
more such activities. Some have programs which include 
virtually all of them. Many have made equipment, espe- 
cially incubators, available to hospitals. Many have been 
more interested in saving the lives of those prematurely 
born than in the fundamental task of improving the 
quality of obstetric care in order to delay such births 
until a safer period. Some states have done a remarkable 
job in the latter area. In Virginia, for example, any phy- 
sician faced with a complication of pregnancy can have 
an obstetrician help carry the patient through delivery, 
and the state health department pays the bill. Such pro- 
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grams are being planned for other states as soon as funds 
become available. 

Within the last few years, “centers” have been set up in 
Colorado, Hawaii, Illinois, Louisiana, Maryland, New 
York, North Carolina, Tennessee, and West Virginia, 
and other states have plans for centers as soon as funds 
become available. What constitutes a center for prema- 
ture babies? Space is usually allotted in the hospital 
separate from the nursery for the full-term babies. The 
set-up does not have to be elaborate; many are very 
simple. All centers for premature babies concentrate on 
(1) providing skilled medical and nursing care with the 
least possible amount of handling; (2) maintaining the 
baby’s normal body temperature, therefore the incu- 
bator; (3) safeguarding the baby against infection; and 
(4) adequate feeding. 

Many centers concentrate on care for the smallest 
babies. Provision is usually made for the safe transport 
of the baby to and from the center. And the better pro- 
grams also concentrate on improving the obstetrical care 
of the mother during pregnancy and delivery. It has been 
quite commonly observed that these measures lead to 
better care for all babies. 

Often the care needed by the premature baby is long- 
time, expensive care that is beyond the ability of the 
average family to pay. In the West Virginia program, 
for example, the average cost of care for 145 infants was 
$341.70 per infant. In the North Carolina program the 
average cost of care for 441 infants was $411.48. These 
figures, however, do not show the wide range in costs for 
care of infants in different weight groups. Neither do they 
give an adequate picture of the expenses faced by a 
family having a premature infant. 

The smaller the baby, the greater is the cost of care. 
For example, in Colorado, among 29 babies in the weight 
group 1,000 to 1,499 gm., the average cost of care was 
$827 per infant, but for 25 per cent of the infants in the 
group the cost exceeded $1,000. For 53 babies in the 
weight group 1,500 to 1,999 gm., the average cost was 
$572. For 81 infants weighing 2,000 to 2,499 gm., the 
average cost per infant was $199. 

About 50 per cent of the Colorado infants required 
hospitalization costing $400 or more each. The social 
data on the first 175 patients in the Colorado program 
showed, and a committee of the state medical society 
agreed, that 174 of these families could not pay the costs 
of care. 

The states are paying the hospitals, for the most part, 
the average reimbursable cost. This is high. In West 
Virginia, for example, the state agency pays the hospital 
$18.45 a day for the care of the premature infant. In 
Colorado the per diem cost is about $25.00; the state 
agency pays half of this, and the other half is paid 
through state appropriations to the hospital. 

What has been done in the United States so far in a 
national program for premature infants is that a few 
hesitant steps in the right direction have been taken in 
many states. There is evidence of a great interest on the 
part of doctors, nurses and the public in moving ahead 
more rapidly. The studies of the state academies of pedi- 
atrics are providing a strong stimulus to the development 
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of services for premature infants. Many of them are 
recommending that health departments emphasize such 
services. Thirty-three state health departments reported 
recently to the Children’s bureau that they would develop 
or expand programs for premature infants in their states, 
if additional funds became available. 

The development of services for the care of premature 
infants on a nationwide basis will be speeded up by the 
establishment of several well-developed training pro- 
grams. The problem of training is complicated by the 
fact that different personnel need different kinds of train- 
ing. For example, a number of articles have recently 
appeared dealing with the fact that what happens to a 
premature infant during delivery directly affects his 
chance of survival. The choice of the anesthesia and the 
type of delivery may be extremely important. As the 
Kings County study has so ably shown, we can no longer 
assume that two 1,500 gm. prematures are alike because 
they weigh the same. They may be vastly different in 
their potential for living because of the experience they 
have just gone through. Training in anesthesia and ob- 
stetrics for the general practitioner is a part of a so-called 
premature program that is often over-looked. The gen- 
eral practitioner is eagerly looking for ways of keeping 
up on the latest advances and welcomes short, intensive 
periods of training, or refresher courses on obstetrics, 
which would include the immediate and emergency care 
of infants under 2,500 gm. 

The premature program is truly a medical care pro- 
gram in high gear. The care of the premature infant is 
always an emergency. The timing of the services and 
their coordination spells survival or death to the baby. 
Emergency care at birth, transportation, care in the hos- 
pital, careful planning on discharge, continuing care in 
the home and follow-up must all merge into a smooth- 
flowing service to meet the needs of the individual baby 
and his family. 

This can be achieved only if there is continuous plan- 
ning by all the people working in the program. Experi- 
ence has shown that one of the ways to accomplish such 
planning is for the people who are concerned to get 
together regularly to discuss, criticize, and revamp the 
services in light of their experiences. What are the diffi- 
culties encountered? Where does the program bog down? 
Are there personnel who need further training?. Do 
health officials and physicians understand and use the 
service? Do other workers in closely related services use 
it? Do the parents know about and seek the services? All 
of these questions must be answered if premature infants 
are to receive the care they need to survive. 

The emergency character of the program puts a pre- 
mium on well-coordinated planning, both in and out of 
the hospital, for actual care, and in the community for 
supplementary services and support. State and local 
health agencies must co-operate with medical, nursing, 
and welfare agencies if services are to be complete and 
well-rounded. A public health nurse may be needed to 
go into the home when a premature infant is being dis- 
charged to it. The help of a child welfare worker may 
be needed to find a foster home, or to help parents meet 
their problems, or to help the unmarried mother plan 
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for her child. “Aid to dependent children” may need to 
be used as a financial resource for helping the child. 

State and local advisory committees including citizens 
and members of the various professions and agencies, 
both public and voluntary, are needed to help plan the 
program and arouse public interest in it. Only as the 
people and the community appreciate what the problem 
of caring for these babies means can they give the pro- 
gram their support. 

It is with great pride, of course, that I point out that 
today in New York city everything that is needed to 
tackle this problem of prematurity is available. The pro- 
gram is not yet in high gear and has not yet realized its 
fine potentialities in lifesaving, though I would hazard 
the guess that the recent sharper reduction in infant 
mortality recorded here is in no small measure associ- 
ated with the excellent program that has taken shape in 
these postwar years. Facts and figures now become avail- 
able from the health department. Some facilities for 
training doctors and nurses in modern obstetric and pedi- 
atric care are now available, though probably many of 
those who need it most do not avail themselves of the 
opportunities. Almost all births occur in hospitals, and 
an increasing number of these hospitals are equipped and 
staffed to give the kind of care that will help carry the 
pregnant woman to term and to care for the baby prop- 
erly if it is born prematurely. A few excellent premature 
centers, concentrating their attention on the babies most 
in need of care, have been established. Excellent trans- 
portation facilities are provided. Plans have been made 
to help pay for care for those who cannot afford to pay 
for it themselves. The Children’s Bureau has realized 
that providing funds to pay for hospital care is essential 
to a really effective program and congratulate New York 
city in leading the country in these plans. The city has 
also continued studies, active studies by the doctors 
themselves, of all deaths of mothers and, recently, of 
prematures. In such activities Brooklyn has done and is 
doing more than the other boroughs. The projected study 
of the Academy of Medicine should prove another mile- 
stone for the city at large. Basic research in the causes 
of premature labor and in better ways of caring for pre- 
mature infants is going on in the educational institutions 
there. The public is interested and willing to support 
further endeavors. These are the elements of a good pro- 
gram as seen today. To be sure, not all women, even in 
New York city, get good prenatal care now, or the best 
of care during delivery, or the food they need during 
pregnancy. Many infants still die today in hospitals, of 
that city because they do not get the care they should. A 
modern and effective licensing system for hospitals 
(comparable to those in operation elsewhere) still needs 
support. More attention needs to be paid to the obstetri- 
cal aspects and to prevention. Better educational pro- 
grams for parents and professional groups need to be 
developed. In other words, New York city has a superb 
opportunity to lead the entire nation in a program of 
saving infant lives just as it has led in developing many 
other public health programs. 

However, leadership cannot be maintained without 
continued and constant attention to planning the many 
details that such a complicated program requires. There 
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must be constant vigilance if no essential part is to be 
allowed to lag in actual operation. 

To return to the national picture, we in the Children’s 
Bureau have reviewed the situation very carefully in the 
past six months. We believe the time has come to make 


a concerted drive to save the lives that are being lost 


today in the United States because of premature birth. 
Each community will and should tackle the job in the 
way best suited to its own needs and in accord with its 
available facilities and manpower. But every community 
should move as rapidly as it can toward a comprehensive 
program of service. Such a program should strive toward 
eight goals. 

1. It should use first-rate facilities, staffed with well-trained 
personnel. 


2. It should provide consultation services to hospitals and 
doctors. 


3. It should include measures designed to prevent premature 
labor. 


4. It should provide transportation for, and pay for hospitali- 
zation of, premature infants when necessary. 

5. It should take cognizance of the important role of the 
general practitioner and bring to him the help he needs to 
carry on. 


6. It should plan with the family for adequate care for 
the premature after discharge from the hospital. 


7. It should plan for continuing evaluation of activities and 
results as well as continuing education of the public to use the 
services available. 


8. It should provide for team work in planning and operating 
the program, 


Not all community programs can engage in research. 
A national program would be incomplete if it did not 
envisage greatly expanded basic research activities de- 
signed to discover more effective ways of preventing 
prematurity and thus contribute to reducing this prob- 
lem to easily manageable proportions. 

In every community one step which can be taken 
immediately is a co-operative study by a county or state 
medical society and the local or state department of 
health to discover the facts concerning the causes for and 
the possibilities of preventing deaths associated with pre- 
mature birth. This might well be the opening of another 
large campaign to save infant lives in this country. 


Chemical Carcinogenesis.—Until recently, our picture of the 
carcinogenic process envisaged damage of the normal growth 
mechanism as the primary effect. At present (at least so far as 
the mustards are concerned, we now picture damage to the 
chromosome by direct combination with genetic material, fol- 
lowed maybe by the generation of a new and self-duplicating 
chemical and genetic rearrangement. . . . Compounds .. . 
have been shown . . to have a varying degree of prefer- 
ential action at certain specific chromosome regions, especially 
the so-called heterochromatic regions known to have character- 
istic chemical and genetic properties, the latter associated not so 
much with Mendelian inheritance as with the quantitative in- 
heritance of growth-rate and differentiation features and their 
mutation. . . . There would appear to be—and for the first 
time—-some prospect (if only a prospect) of correlating the 
chemical properties of a given carcinogen with the chemical 
properties of specific chromosome regions, with the resultant 
cytological effects, and with the genetic consequences to the cell 
which thus ensue.—A. Haddow, M.D., Advances in the Study 
of Chemical Carcinogenesis, Proceedings of the Royal Society 
of Medicine, April, 1951. 
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BIRTH WEIGHT AND LENGTH OF GESTATION WITH RELATION TO PREMATURITY 


Matthew Taback, A.M., Baltimore 


Newborn babies and infants under 1 year of age have 
been among those to benefit most from advances in medi- 
cal science and the efforts of public health agencies dur- 
ing the first half of this century. Reviewing the Baltimore 
City vital statistics reports at the beginning of the cen- 
tury, one finds that the infant mortality rate was approxi- 
mately 200 infant deaths per 1,000 live births. Simply 
stated, this means that in 1900 of every 100 babies de- 
livered alive 20 failed to reach their first birthday. The 
loss of human life and wasted pregnancy occasioned by 
the existence of such a high infant mortality rate are diffi- 
cult to comprehend. Principal causes of infant deaths in 
1900 were diarrhea, pneumonia, acute communicable 
diseases, prematurity and congenital malformations. A 
review of present day records indicates that the infant 
mortality rate has decreased at an unbelievable rate and 
stands now at about 30 infant deaths per 1,000 live 
births, an 85 per cent decline since 1900. Principal 
causes of infant deaths today are prematurity, congenital 
malformations and birth injury. 

With a firm belief that further savings of human life 
can be achieved, the Children’s Bureau has requested 
local registration offices to include inquiries on the birth 
certificate to provide data that will assist in the study of 
factors associated with prematurity, congenital malfor- 
mations and complications of pregnancy. Therefore, 
starting Jan. 1, 1949, the birth records in Baltimore City 
have included a medical data section, which is completed 
by the attending physician. This section consists of the 
following items: length of pregnancy, birth weight, com- 
plications of pregnancy and labor, operations for de- 
livery and a description of birth injuries or congenital 
malformations when present. 

In view of the completeness of the data submitted by 
attending physicians, it was decided to analyze the mate- 
rial available on birth weight and length of gestation in 
order to study some of the relations between maternal 
factors and the prevalence of prematurity and to look 
into the relation that exists between length of gestation 
and birth weight. 

NATURE OF DATA 

The birth records for resident babies born during the 
period January to June 1949, described below as sam- 
ple A, were used in the current study. Statements con- 
cerning birth weight are received either in pounds and 
ounces or in grams. All statements are coded into 500 
Gm., categories. Length of gestation is reported in weeks, 
and the information is used in this form. Occasionally, 
reports are received in terms of months; these statements 
are then revised so that, in the coding process, the total 
period of gestation is reported in terms of weeks instead 
of months. 

A total of 9,709 babies were born during the study 
period. The birth records of 9,523 contained statements 
concerning birth weight, and, of these, 9,392 also had 
data concerning length of gestation. Thus, 97 per cent 
of all birth records processed had completed statements 
in respect to length of gestation and birth weight. 


Owing to bias found on the analysis of statements 
concerning length of gestation, a sample of clinical rec- 
ords was studied. These records were drawn from three 
subsamples: 


Number 
Sample Description Cases Race 
B Outpatient service of a teaching hospital.... 419 White 
Cc Private service of an obstetrician............ 243 White 
D Antepartum service of the Health Department 200 Negro 


Only cases active during the period 1947-1949 and 
meeting the two criteria which follow were considered: 
first day of last menstrual period specified and pregnancy 
terminating in delivery of a single liveborn baby. 


DEFINITIONS 

Prematurity, when used in this study, follows the defi- 
nition recommended by the American Academy of Pedi- 
atrics.' “A premature infant is one who weighs 2,500 
grams or less at birth regardless of period of gestation.” 
Because of the manner in which data were processed, 
prematurity in this analysis refers to babies with birth 
weighi less than 2,500 Gm. 


soo 


390 1000 900 2000 7300 3000 3900, 4300 


Chart. 1.—Resident live births by birth weight, all races, Baltimore City, 
January-June 1949. 


It must be recognized that, although the definition pro- 
posed by the Academy has simplicity and objectivity, it 
is highly problematical whether such a definition can 
carry with it much validity when one considers the wide 
somatic variation that humans can take without any 
effect on their physiological responses. The deficiency in 
this definition will be further discussed below. 

Length of gestation refers to the interval that inter- 
venes between the first day of the last menstrual period 
(considered the beginning of gestation) and the date of 
birth. This definition is the one most commonly applied 
in the literature available on this subject.” 


Director, Bureau of Biostatistics, Baltimore City Health Department. 

Presented before the Public Health Conference on Records and Statis- 
tics, Washington, D. C., April 24, 1950. 

Dr. W. Thurber Fales, Director, Statistical Section, Baltimore City 
Health Department assisted in the design of this study. 

This paper is one of a series of quarterly studies prepared by the 
Bureau of Biostatistics dealing with quantitative aspects of current medical 
problems. 

1. American Academy of Pediatrics: Round Table Discussion on 
Prematurity, J. Pediat. 8: 104 (Jan.) 1936. 

2. Anderson, N. A.; Brown, E. W., and Lyon, R. A.: Causes of Pre- 
maturity: Influence of Race and Sex on Duration of Gestation and Weight 
at Birth, Am. J. Dis. Child. 65: 523 (April) 1943, 
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FINDINGS 

Birth Weight.—The birth weight distribution for 
babies born during the first half of 1949 (sample A) is 
given in table 1 and shown in chart 1. Distributions are 
also given for race segments and for single and plural 
births. 

Examination of chart 1 indicates that newborn babies 
show wide variation in weight at birth. The distribution 
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When the prevalence of premature babies (under 
2,500 Gm.) is considered, one finds that 8.9 per cent 
of all babies fall in this category. Negro babies, when 
weight alone is considered, apparently have a prema- 
turity ratio of 12.0 as compared with 7.4 for white 
babies. Whether this is indicative of a greater prevalence 
of prematurity among Negro babies has been questioned 
by recent investigators. Peckham,’ in a statistical study 


TABLE 1.—Resident Live Births by Birth Weight According to Race and Plurality, Baltimore City, January-June 1949 


Birth Weight, Gm. 
“500 1,000 2,000,500 3,000,500 4,000 4,500 «5,000 
ae to to to to to to to to to and Below 
Group Total 999 1,499 1,999 2,499 2,999 3,499 8,999 4,499 4,999 Over 2,500 
Number 
9,523 56 64 168 555 2,215 3,750 2,079 528 90 18 843 
6,526 29 29 102 323 1,427 2,610 1,545 884 65 12 483 
2,997 27 85 66 232 788 1,140 534 144 25 6 360 
9,299 46 52 133 490 2,143 3,722 2,077 628 90 18 721 
Per Cent 
100.0 06 07 1.8 5.8 23.3 39.4 21.8 5.5 09 02 8.9 
100.0 0.4 0.4 16 4.9 21.9 40.0 23.7 5.9 10 (0.2 74 
100.0 0.9 1.2 2.2 7.7 26.3 38.0 17.8 4.8 08 02 120 
100.0 05 06 1.4 5.3 23.0 40.0 22.8 5.7 10 0.2 7.8 
100.0 4.5 54 15.6 29.0 $2.1 12.5 0.9 wth 54.5 


TaBLe 2.—Prematurity Ratios* for Live Births by Maternal Age, Birth Order and Race, Baltimore City, January-June 1949 


Birth Order 
All Births 1 2-3 4. and Over 
Premature Premature Premature Premature 
Total ——~ Total ‘ttl Total 
Age Group Births Number PerCent Births Number PerCent Births Number PerCent Births Number Per Cent 
All Races 
9,523 843 8.9 8,417 302 8.8 4,256 361 1,850 180 9.7 
44 10 22.7 44 10 22.7 sen ove 
SER oper ey Pere 1,349 161 11.9 920 9 10.8 407 56 13.8 22 6 27.3 
DACcccwececandsnanaes sae 8,150 270 8.6 1,381 96 7.0 1,441 135 9.4 $28 39 11.9 
idciadevasdswaeeenss<oe 2,703 204 7.6 731 57 7.8 1,401 102 7.3 571 45 7.9 
ral iethscacddtaduaswde 1,430 118 8.3 247 25 10.1 682 46 6.7 501 47 9.4 
681 65 9.5 75 12 16.0 276 20 7.2 330 33 10.0 
EE Ee rere 166 15 9.0 19 3 15.8 49 2 41 98 10 10.2 
White 
6,526 483 7A 2,572 185 7.2 3,066 221 7.2 SAS 77 8.7 
618 50 8.1 497 38 7.6 119 12 10.1 2 
2,173 159 7.8 1,148 69 6.0 931 80 8.6 10 10.6 
Pacis ceeuhawe¥saweceane 2,043 141 6.9 634 47 7A 1,159 71 61 250 23 9.2 
1,087 7.8 208 19 9.1 583 4l 7.0 296 25 8.4 
482 38 7.9 65 9 13.8 230 15 6.5 187 14 7.5 
OVET... 119 10 8.4 16 3 18.8 44 2 4.5 59 5 8.5 
Nonwhite 
2,997 360 12.0 S45 117 13.8 1,190 140 11.8 962 103 10.7 
731 lll 15.2 423 61 14.4 288 44 15.3 20 6 30.0 
977 lll 11.4 233 27 11.6 510 55 10.8 234 29 12.4 
660 63 9.5 97 10 10.3 242 $1 12.8 821 22 6.9 
ncisanaskhesndvasiueces 343 33 9.6 39 6 15.4 99 5 5.1 205 22 10.7 
199 27 13.6 10 3 30.0 46 5 10.9 143 19 13.3 
47 5 10.6 3 6 ine 89 5 12.8 


* The prematurity ratio is the percentage relation of premature births to total births. 


approaches symmetry and is centered at 3,204 Gm., the 
mean birth weight, with a standard deviation of 579 Gm. 
The curve shows greater concentration at the center than 
a normal distribution and is skewed in the lower birth 
weights. Mean birth weights for white and for Negro 
liveborn babies are 3,244 and 3,116 respectively, the 
difference being statistically significant. 


3. Peckham, C. H.: Statistical Studies on Prematurity: I. Incidence of 
Prematurity and Effect of Certain Obstetric Factors, J. Pediat. 13: 474-483 
(Oct.) 1938; Statistical Studies on Prematurity: II. Mortality of Prematurity 
and Effect of Certain Obstetric Factors, ibid. 123: 483-497 (Oct.) 1938. 


of prematurity, describes the neonatal mortality experi- 
ence for liveborn infants by birth weight and race. White 
babies, weighing 2,500 Gm. at birth, were subject to a 
4.7 per cent neonatal mortality rate. Negro babies at 
this weight had a more favorable experience, the neo- 
natal rate approximating 2.2 per cent and reaching 4.7 
per cent at about 2,320 Gm. Accepting the neonatal rate 
as a criterion of physiological performance, Negro babies 
of 2,320 Gm. are equivalent to white babies of 2,500 
Gm. weight. When the prevalence of Negro liveborn 
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infants with birth weights less than 2,350 is determined, Confining our analysis to data describing the prema- 
it is found that the index of prematurity shown in table 1 turity experience for all races combined, we find that 
as 12.0 per cent is reduced to 7.2 per cent. the mean prematurity ratios for successive birth orders 


TABLE 3.—Distribution of Single Live Births by Length of Gestation According to Sample 


Sample A Samples B, C and D Sample B Sample C Sample D 
AX A A 
Health Department Total Clinical Health Department Outpatient Private Service ot 
Birth Records Records Antepartum Service Service Obstetrician 
Cumulative Cumulative Cumulative Cumulative Cumulative 
Length of Gestation, Wk. Number Per Cent Number Per Cent Number PerCent Number Per Cent Number PerCent — 
Ah ebebdekestssdeccecovsceatees 9,168 100 862 100 200 100 419 100 243 100 
29 0.7 1 0.3 1 15 ove des ewe 
9 0.8 4 0.8 2 2.5 2 0.5 
27 1.1 4 1.3 3 1 0.7 
docs 6 1.2 4 1.7 3 5.5 1 1.0 
41 1.6 7 2.6 3 7.0 2 14 2 0.8 
Ter 12 1.8 6 8.2 2 8.0 4 2.4 0.8 
66 2.5 14 4.9 7 11.5 5 3.6 2 1.6 
31 2.8 17 6.8 10 16.5 6 5.0 1 2.1 
Tbdh occdessnnncdsnevastaisves 192 4.9 23 9.5 7 20.0 12 7.9 4 3.7 
98 6.0 34 13.4 8 24.0 18 12.2 7.0 
277 9.0 22.7 26 37.0 37 21.0 17 14.0 
Mv ackseckeaddicdedacedivesece 14 10.7 157 41.0 42 58.0 67 37.0 48 83.7 
7,990 97.9 187 62.6 83 74.5 99 60.6 56.4 
7 98.6 167 82.0 24 86.5 80.7 59 80.7 
91 99.6 70 90.1 91.0 37 89.5 24 90.5 
ote 12 99.8 40 94.8 10 96.0 16 93.3 14 96.3 
13 99.9 27 97.9 7 99.5 14 96.7 6 98.8 
45 ANA OVET...ccccccscccccces 9 100.0 18 100.0 1 100.0 14 100.0 3 100.0 
39.60 wk 39.67 wk. 38.54 wk. 89.91 wk 40.16 wk. 
Standard Deviation.............006- 1.78 wk 2.77 wk 3.44 wk. 2.61 wk 2.06 wk. 


TABLE 4.—Distribution of Single Live Births by Birth Weight and Length of Gestation, Baltimore City, January-June 1949 


Total 
Births Birth Weight, Gm. 
(Weight — A — 
Length of Gestation Stated) 500- 1,000 1,00- 2,000 2,500- 8,000 3,500- 4,000 4,500- 5,000 + 
BD. 3 1 1 1 ee oe ee 
3 2 1 oe os oe 
BB. 1 1 oe oe 
15 9 ee 1 ee ee 
2 1 oe oe 1 oe ee 
29 11 11 8 3 
9 2 4 1 2 oe 
6 2 2 1 1 oe oe 
WPPPTITITTTTITETI Tee 41 1 6 15 13 2 1 3 oe oe 
12 1 5 5 ee 1 ee ee 
66 1 5 21 31 6 1 1 oe 
31 es 14 3 2 1 ee 
192 1 25 82 16 18 oe ee 
5 34 32 v7 8 1 ee 1 
277 7 66 107 75 18 ee 
te 154 3 18 44 Of 24 1 
Ba ccnccevrdccdsedncccvecsetscveces 7,990 1 3 19 204 1,844 3,433 1,899 493 $1 13 
72 1 10 26 28 7 ee 
91 oe 29 27 l4 3 3 
12 ee 2 8 1 es 1 
GBs 18 1 1 3 5 2 ee 
2 2 ee 
5 1 2 2 
9,168 43 52 132 480 2,117 675 2,043 521 87 18 
In table 2, prematurity ratios as well as total number show no significant difference. When the effect of mater- 
of births are distributed by age of mother and birth nal age is considered, there is an indication of a higher 
order. The interpretation of these data can be best under- mean prematurity ratio for mothers below 20 years old 


stood by referring also to chart 2. than there is for older groups. These observations do not 
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reflect the chief sources of variation in prevalence of pre- 
maturity among newborn babies. When birth orders are 
considered separately or in groups in relation to age, 
two significant trends are noted: There is an optimal 
age for first order births (22.5 years), and risks of pre- 
maturity rise gradually for both younger and older moth- 
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~ 


OF PREMATURE BATHS PER 


act 


Chart 2.—Premature ratios for live births by age and birth order, Balti- 
more City, January-June 1949. The solid line indicates birth order 1; the 
broken line, birth orders 2 and 3, and the dotted line, birth orders 4 and 
higher. 


ers; for later order births, high risks of prematurity are 
associated with young age groups with a minimum at 
age 27.5 followed by a comparative plateau at the mini- 
mum level. 

In a study of the maternal age distributions, it was 
noted that 26 per cent of the Negro mothers were below 
the age of 20, compared with 10 per cent of the white 
mothers. The effect of the differential of age distributions 
on the prematurity ratio was studied by standardizing 
the Negro distribution according to the white maternal 
age distribution. This procedure reduced the nonwhite 
prematurity ratio to 11.0 per 100 live births, an 8 per 
cent reduction from the index of 12.0 shown in table 2. 


é 


WEEKS OF GESTATION 


Chart 3.—Frequency distribution of single live births by length of ges- 
tation. The distribution for sample A (Baltimore City, January-June 1949) 
is shown at the left; that obtained from the summary of clinical records 
(samples B, C and D), at the right. 


Length of Gestation.—In table 3, the distribution of 
single births according to length of gestation as obtained 
from birth records (sample A) is compared with a distri- 
bution obtained from a composite of clinical records 


4. Karn, M. N.: Length of Human Gestation with Special Reference 
to Prematurity, Ann. Eugenics 14; 44, 1947. 

5. Hosemann, H. A.: Schwangerschaftsdauer und Neugeborenengewicht, 
Arch. f. Gynak. 176: 453-457 (Jan. 2) 1948. 

6. United States Department of Commerce, Bureau of the Census: 
Definition of Terms, The Registrar 4:4 (Feb. 15) 1939. 
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(samples B, C and D). These distributions are graphi- 
cally presented in chart 3. 

As indicated in a discussion on the nature of data 
used, extreme bias is indicated in sample A. Higher fre- 
quencies are associated with even weeks throughout the 
distribution. There is a peculiar concentration of values 
in the 40 week class, 87.2 per cent of all births being 
reported in this category. These data were considered to 
be grossly in error in view of the usual manner in which 
all organisms tend to vary about a center value in respect 
to biological variables. In order to test the validity of the 
data submitted on birth records relative to length of 
gestation, a study of clinical records was undertaken and 
some of the resulting data are shown in table 3 and 
chart 3. It is interesting to note that the distribution ob- 
tained shows no bias in respect to selection of even weeks 
for higher frequencies, nor is there to be found a sud- 
den rise in frequency at 40 weeks’ gestation. The distri- 
bution obtained by study of clinical records is negatively 
skewed and gives evidence of leptokurtosis (B, = 6). 


TABLE 5.—Distribution of Plural Live Births by Birth Weight 
and Length of Gestation, Baltimore City, January-June 1949 


Birth Weight, Gm. 


Length of 500 = 1,000 1,500 2,000 2,500 3,000 3,500 4,000 4,500 
Gestation, to to to to to to tse to to 

Wk. Total 999 1,499 1,999 2,499 2,999 3,499 3,999 4,499 4,999 5,000 

19 5 9 5 

23 3 14 1 

16 7 3 5 1 

20 1 11 1 

ks 5 3 1 1 

ackhiiedcucd 103 3 26 51 25 2 

2 1 1 is 
Total...... 219 10 2 35 65 72 28 2 


Studies of other investigators working directly from 
patient histories have resulted in distributions of single 
births by length of gestation similar to the composite 
distribution shown in chart 3. 

Karn * presents data based upon 3,275 births of white 
infants and obtains a curve similar to that found in the 
study of clinical records with a mean of 278 days and a 
standard deviation of 16.3 days, or 2.33 weeks. Ander- 
son, Brown and Lyon,’ in a study of 4,843 births, ob- 
tained distributions for white and Negro infants with 
means of 279.5 and 274.0 days, respectively, and a 
standard deviation of 21 days, or 3.0 weeks. 

On comparison of samples B, C and D, it appears that 
Negro mothers have a mean duration of gestation some- 
what shorter than white mothers. Likewise, the per- 
centage of births of 37 weeks’ gestation or less among 
Negro mothers is twice that observed among white moth- 
ers of comparable socioeconomic status (sample C). 

Compared with the composite of clinical records, the 
health department records grossly understate the fre- 
quency of occurrence of births of durations other than 
40 weeks. This phenomenon results principally from a 
working rule in hospitals that newborn babies with birth 
weight of 2,500 Gm. or more are regarded as full term 
and gestation is given as 40 weeks without reference to 
the patient’s history. 


\ 
‘ 
\ 
\ 
ORDERS 
~ 
$s 
eo 
eo 
vo 
= | 


Vol. 146, No. 10 


Length of Gestation and Birth Weight.—In view of 
the marked bias relative to statements of length of gesta- 
tion found on birth records, it was considered unwise to 
employ this material in a study of the interrelationships 
between birth weight and length of gestation. Such mate- 
rial as was obtained from birth records is given in tables 
4 and 5. 

A distribution of 656 white single births (samples B 
and C) by birth weight according to length of gestation is 
given in table 6. An examination of mean birth weights 
for specified gestational periods gives indication of a 
catalytic or growth curve reaching an asymptote of ap- 
proximately 3,450 Gm. The nature of the curve is quite 
similar to the regression of birth weight on length of 
gestation reported by Hosemann ° in a study of 12,000 


TABLE 6.—Single White Live Births by Birth Weight and Length 
of Gestation, Samples B and C Combined 


Birth Weight, Gm. 


Length of 1,000 1,500 2, 2,500 3,000 3,500 4,000 4,500 Mean 
Gestation, to to to to to to to to. Birth 
Wk. Total 1,499 1,999 2,499 2,999 3,499 3,999 4,499 4,999 Weight 
656 1 6 & Bl 1 7 3,318 
re 4 1 4 1 i 1 és ee ee 2,375 
Tcveccoccccsece 4 ee 1 1 2 oe ee 2,375 
Gntcensoceesce 4 os ee 1 2 1 es 2,750 
Gisdvévisccseus 7 ee 1 2 1 2 1 2,760 
7 se 2 2 2 1 2,893 
1 4 2 7 1 ] 2,969 
Teksnendeniade 26 4 9 8 2 3 3,077 
54 1 2 3,148 
122 4083 #6 31 6 2 8,330 
152 1 4 381 38 £12 3,315 
61 1 3 7 1 8,378 
Bisncvescescses 30 os 7 9 9 5 3,450 
20 4 5 2 3,375 
Givscvcucceccsce 6 1 2 3 8,417 
Da cvedsovdscsce 7 1 3 3 3,393 
47 and over.... 4 1 1 oe 2 3,625 


TABLE 7.—Percentage Distribution of Single White Live Births 
According to Alternative Definitions of Prematurity 


Birth Weight 
“Below _—-2,500 Gm. and 
Length of Gestation 2,500 Gm. Over Total 
Over 37 weeks...........00. 3.3 86.3 89.6 
87 weeks and below........ 3.0 7.4 10.4 
6.3 93.7 100.0 


cases, although the latter investigator gives birth weight 
values for early gestation ages somewhat lower than ob- 
served in this analysis. 

The wide variation of birth weight within given ges- 
tational periods is not unexpected (o = 500 Gm.). When 
births are distributed according to the two commonly 
accepted definitions of prematurity—i. e., length of gesta- 
tion equivalent to or less than 37 weeks” and a birth 
weight less than 2,500 Gm.—the distribution shown in 
table 7 results. 

Of the babies judged premature by weight alone, about 
51 per cent appear to be mature babies in terms of dura- 
tion of gestation. When classified according to both cri- 
teria of prematurity, only 3.0 per cent of all live births 
appear to meet these definitions of prematurity. It is 
obvious, therefore, that mortality studies of premature 
infants when classified by birth weight alone may under- 
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state the risk involved in view of the inclusion in the 
exposed-to-risk group of a segment which is probably 
mature but small in stature. 


SUMMARY 

Recognizing the need for data on the prevalence and 
causes of prematurity, the Bureau of Biostatistics of the 
Baltimore City Health Department has analyzed state- 
ments submitted by attending physicians relative to birth 
weight and length of gestation of infants born during 
the period January to June, 1949. These data have been 
supplemented by special studies made directly from clini- 
cal histories. 

Accepting a birth weight of less than 2,500 Gm. as 
the sole criterion for classification, 7.4 per cent of white 
babies and 12.0 per cent of Negro babies are prema- 
turely born. In view of the more favorable neonatal mor- 
tality experience among Negro babies of low birth weight 
as compared with white babies of equivalent weight, it 
has been suggested that 2,350 Gm. would be a more 
logical limit for classifying nonwhite babies in respect to 
prematurity. When this limit is employed, the differential 
in percentage prematurity between races is eliminated. 

Statements concerning length of gestation as found on 
birth records have shown marked bias. It appears that 
this stems from the working principle followed in hos- 
pitals of presuming that all infants of 2,500 Gm. birth 
weight or over are full term (40 week) babies. Careful 
study of clinical histories indicates that approximately 
7.4 per cent of white babies are mature in respect to 
birth weight but are below 38 weeks’ gestation and, con- 
versely, 3.3 per cent of live born babies may be mature 
in duration of gestation and, nevertheless, below the 
established birth weight level for maturity. Only 3 per 
cent of white babies appear to meet the definitions of 
prematurity both in birth weight and duration of preg- 
nancy. 

In evaluating programs concerned with the care of 
premature babies and the prevention of prematurity, we 
must utilize criteria in addition to birth weight to avoid 
inclusion of infants who represent mature small babies 
in premature study groups. Persistence in the use of a 
rigid definition of prematurity in terms of birth weight 
for all racial and national groups will mask the differ- 
ential mortality analysis of infants who are below the 
birth weight standard of 2,500 Gm., but who are mature 
as determined from the other criteria, such as length of 
gestation and neonatal mortality experience. 


Contact Dermatitis—Two important causes of contact derma- 
titis have been re-emphasized during the past year. One of these 
contactants is cocobolo wood, which is important because it is 
used in the manufacture of the handles of steak knives and 
forks, pocketknives and butcher knives, musical and scientific 
instruments, handles of pressure cookers, chessmen, rosary 
beads, etc. In most cases, the dermatitis is on the hands as 
would be expected. The other contactant is the cosmetic rubber 
sponge used by many women as an applicator for cosmetic 
powders, “pancake” make-up preparations, etc. It is well known 
that rubber products are important causes of contact dermatitis, 
but this sponge rubber is a special preparation and apparently 
has been used extensively in recent years. Most of these patients 
have dermatitis of the face and the neck.—C. S. Livingood, 
M.D., Dermatology, in Medicine of the Year, Philadelphia, 
J. B. Lippincott Company, 1951, page 54. 
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OBSERVATIONS ON CLINICAL ASPECTS OF HYSTERIA 


A QUANTITATIVE STUDY OF 50 HYSTERIA PATIENTS AND 156 CONTROL SUBJECTS 


James J. Purtell, M.D., Milwaukee +, Eli Robins, M.D., St. Louis 


Mandel E. Cohen, M.D., Boston 


Hysteria (iorépa) has been noted by physicians since 
antiquity,’ but no consistent clinical picture to accom- 
pany this term has clearly emerged from the medical 
literature. The study reported here was undertaken for 
the further investigation of clinical observations that sug- 
gested that hysteria as seen in hospitals in New England 
presents a rather definite clinical picture. The study was 
undertaken for the determination, first, whether the clini- 
cal impression of the relatively constant pattern of hys- 
teria was a true impression; secondly, to provide factual 
data that might be useful to the clinician in the diagnosis 
of hysteria, and thirdly, to provide a sound clinical basis 
for further research in hysteria. 


& AGE : MEAN=37.5 YEARS RANGE: 19-57 YEARS 


al} GEOGRAPHICAL — NEW ENGLAND W% 
ames on towns 82% 
AA oworcen 
AR in MEAN TUNBER OF CHILDREN 1.3 
ty SCHOOL LEVEL - GRADE 
PERCENT OF GENERAL (2,274) ADMESSIONS 2.2% 
PERCENT OF PSYCHIATRIC (388) ‘STUDY GROUP 12.9% 


The group characteristics of 50 women with hysteria. 


SELECTION OF PATIENTS WITH HYSTERIA 


The patients selected for this study were 50 women 
with hysteria examined in a diagnostic hospital in New 
England. All patients admitted to the hospital were 
referred by their own physicians as presenting diagnostic 
problems for consultation and further investigation. 

During the six month period covered by this study 
2,274 patients were admitted to the hospital. Approxi- 


+ Dr. Purtell died on June 10, 1949. 

From the Department of Psychiatry of the Tufts College Medical 
School (Graduate Division) and the Departments of Medicine and Obstet- 
rics of the Harvard Medical School. 

Patients and control subjects were selected from and examined in the 
psychiatric and medical services of Joseph H. Pratt Diagnostic Hospital, 
in the clinic and Psychologic Laboratory of Boston Lying-In Hospital; at 
Murphy General Hospital (Army); Brighton Marine Hospital (United 
States Public Health Service); at Boston City Hospital (in the Harvard 
medical and neurological services); Veterans Administration Hospitals 
Cushing, Bedford, Togus; Mental Hygiene Clinic; Ford Underwear Co., 
and General Electric Company, Lynn, Mass. 

1. Hippocrates: The Genuine Works of Hippocrates, translated by 
Francis Adams, Baltimore, William Wood & Company, 1938. Aretaeus, 
the Cappadocian: The Extant Works of Aretaeus the Cappadocian, edited 
and translated by Francis Adams, London, The Sydenham Society, 1856. 


mately one third of these (671) were referred by the 
medical services for psychiatric evaluation. Three hun- 
dred and eighty-eight of this group, of which 267 were 
women and 121 men, were examined by at least one of 
us (M. E. C., J. J. P.). The diagnosis of hysteria, simple 
or complicated by other disease, was made for 91 of the 
267 women patients of the special research group. For 
none of the men was such a diagnosis made, although 
during the period of this study the diagnosis of “com- 
pensation neurosis” was made for five men. Of the 91 
women with hysteria, 50 were included in this study. Of 
the 41 patients not included, 15 had proved or strongly 
suspected medical or psychiatric disease in addition to 
hysteria; eight had only a questionable diagnosis of hys- 
teria, and eight were examined by only one of the ex- 
aminers. Ten other patients with hysteria were examined 
clinically, but observations for this study were not made 
on them. General features of the 50 women with hysteria 
in this study are summarized in the figure. 


METHOD OF STUDY 


All patients studied by the psychiatrists were admitted 
to the medical services, where a thorough medical diag- 
nostic study, including laboratory work-up, was done. 
This included, in addition to a complete physical exami- 
nation, a chest x-ray, urinalysis, sedimentation rate de- 
termination, serology and the usual hematological studies 
in all cases. Stool examinations, basal metabolic tests, 
electrocardiograms and skeletal x-rays were done in 
more than half the cases. Gastrointestinal x-ray studies 
were made in 48 per cent, and other special studies, such 
as spinal fluid examinations, electroencephalograms and 
proctoscopic examinations, were done as indicated. Tests 
for urine porphyrin were done in 98 per cent of the cases, 
and the reactions were negative. Patients included in this 
series showed no important or diagnostic abnormalities. 
This was used as additional evidence that the diagnostic 
criteria excluded any other medical illness, since the 
laboratory data were reviewed after the patient was ad- 
mitted to the series. The patients were studied by the 
psychiatric service when the medical services suspected 
the presence of some type of psychiatric disease. In the 
50 cases reported, the diagnosis of hysteria was made by 
two of us (M. E. C. and J. J. P.) when there were many 
features characteristic of the disease and when no other 
diagnoses, medical, neurological or psychiatric, were 
present or would explain symptoms at the time of the 
examination. A follow-up study was done by means of 
letters sent to the patients and their referring physicians 
four or more months later to ascertain if any other obvi- 
ous disease had developed. Information was received on 
84 per cent of the patients, and since no medical disease 
had developed in any one of them in this period of time, 
this was thought to be a further indication that the diag- 
nostic criteria used excluded medical illness. 
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The method of this study consisted of a psychiatric 
interview and examination averaging two hours in length 
and the observation of the patient during a four or five 
day hospital stay. All examinations were conducted in 
privacy by one of us. During the interview, data were 
recorded on a standard questionnaire form comprising 
106 items. All items were scored plus or zero in accord- 
ance with standard criteria established by us. The same 
criteria and scoring methods were used in recording 
relevant information from the questionnaire in the con- 
trol groups studied. 

Questions concerning symptoms considered improba- 
ble in hysteria were included to test whether these pa- 
tients said “yes” to all questions, in order to determine 
if the examiners were suggesting the symptoms to the 
patients.’ 

THE WOMEN CONTROL GROUPS 

For control groups there were 50 working women 
from industry for healthy controls, 38 postpartum wo- 
men from Boston Lying-In Hospital for hospital con- 
trols, and 30 women with chronic medical disease for 
sick controls from a diagnostic hospital. 

Healthy Control Subjects—Healthy control subjects 
were defined as including women who were regularly 
employed, who were not under medical care and did not 
consider themselves ill at the time of the interview. Sixty- 
two women were assigned to the study by a foreman. Of 
these women, 19.4 per cent did not agree to be examined. 
The examination was described as part of a medical 
research project, and the Women were interviewed in 
privacy by one of us. 

The 50 healthy control subjects were compared with 
the patient group with regard to the frequency of symp- 
toms, number of hospitalizations and number and type 
of operations. 

Control Subjects with Chronic Medical Illness.—The 
medically ill control subjects were interviewed and exam- 
ined at the same hospital as were the women with hyste- 
ria and comprised a group of comparable age who had 
definitely diagnosed, chronic medical illness. Included in 
the 30 were those with diagnoses of ulcerative colitis, 
chronic duodenal ulcer, carcinoma of the bowel and 
stomach, Addison’s disease, thyrotoxicosis, myxedema, 
Hodgkin’s disease, rheumatic heart disease, diabetes and 
multiple myeloma. No neurological or psychiatric ill- 
nesses were included. The entire sample of 30 women 
was examined. 

Sick control subjects were compared with the patient 
group with regard to nature of complaint, reason for 
hospitalization, manner and attitude toward illness and 
number of previous hospitalizations and operations. 

Healthy Hospitalized Controls (Postpartum Women). 
—Hospital controls included 38 healthy women exam- 
ined at Boston Lying-In Hospital during the postpartum 
period after a normal pregnancy. The whole group was 
examined. They were a group of healthy but hospitalized 
women who were used in the comparison of the manner 
and attitudes of well women in a hospital atmosphere 
with those of the women hysteria group. These patients 
were used further in an effort to answer the question: 
“Does hospital environment suggest, to a well woman, 
the symptoms of hysteria?” 
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MEN WITH DIAGNOSES OF “HYSTERIA” 

The 38 men patients with diagnoses of “hysteria” were 
in service hospitals and had compensation prospects. 
Since no men with typical hysteria were discovered in 
civilian hospitals, and since “hysteria” is an acceptable 
diagnosis in service hospitals, men with this diagnosis 
were examined in these hospitals to ascertain what their 
clinical picture was. The 38 men included 20 soldiers on 
active duty, one member of the Coast Guard on active 
duty, 13 veterans and four civilian patients with com- 
pensation problems. The term “compensation” was inter- 
preted in this study to mean that the patient had immedi- 
ate prospect of tangible, material reward accruing from 
his illness, i. e., collecting money from pension or insur- 
ance sources, getting out of military service or avoiding 
arrest and prosecution. The word “compensation” was 
not used to mean any subtle factor not immediately obvi- 
ous to a reasonable observer, such as obscure psycho- 
logical gains or other less tangible or less immediate 
material gains. Although the presence of compensation 
factors was not a prerequisite for inclusion of any pa- 
tient in the study, no men patients were found in whom 
this factor was not present. No patient with acute “com- 
bat (fright) hysteria” was examined. Criteria for accept- 
ing any men in this series are described in detail else- 
where.’ 

STATISTICAL ANALYSIS 

The data obtained were analyzed statistically. The 
following statistical methods were used: The standard 
error of all proportions was calculated,* and the signifi- 
cance ratio of the difference between comparable pro- 
portions of various groups was calculated, using the 


standard formula \ Fogo +. Peto for the calculation 
of the standard error between proportions.’ The stand- 
ard error of all means was calculated, and the signifi- 
cance ratio of the difference between comparable means 
of various groups was calculated, using the formula 


+ for the standard error of the differences 
between the means.‘ The significance ratio of the differ- 
ences between the means of differences, i. e., corre- 
lated data, was calculated by the method presented by 
Lindquist.’ Operation and hospitalization rates were 
calculated on the basis of 1,000 person-years. Odds 
corresponding to each significance ratio were taken from 
standard tables, as were squares and square roots.® All 
calculations were checked and rechecked.’ 


la. The details of the questionnaire used and the method of evaluating 
and recording data were described in Neurocirculatory Asthenia, Anxiety 
Neurosis, and Allied States, Interim Report 8, Office of the Surgeon Gen- 
eral, Department of the Army, Washington, D. C., 1951. 

2. Robins, E.; Purtell, J. J.. and Cohen, M. E.: “Hysteria” in Men: A 
study of 38 men so diagnosed and 194 control subjects, to be published. 

3. Yule, G. U.: An Introduction to the Theory of Statistics, ed. 12, 
London, Charles Griffin & Co., Ltd., Philadelphia, J. B. Lippincott Com- 
pany, revised by G. U. Yule and M. G. Kendall, 1940. 

4. Hill, A. B.: Principles of Medical Statistics, ed. 4, London, The 
Lancet Ltd., 1948. 

5. Lindquist, E. F.: A First Course in Statistics, rev. ed., Boston, 
Houghton Mifflin Company, 1942. 

6. Pearl, R.: Introduction to Medical Biometry and Statistics, ed. 3, 
Philadelphia, W. B. Saunders Company, 1940. Bariow, P.: Tables of 
Squares, Cubes, Square Roots, Cube Roots, and Reciprocals, edited by 
L. J. Comrie, ed. 4, Chicago, The Charles T. Powner Co., 1944. 

7. All calculations were checked and rechecked by Alice Kilpatrick. 
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CHARACTERISTICS OF WOMEN WITH HYSTERIA 

Onset of Illness.—The illness began in early life. Age 
at onset of symptoms ranged from 11 to 33 years, with 
a mean age of onset of 19.1 years. 

Symptoms.—There was a total of 1,153 complaints in 
the patient group, compared with 177 in the healthy con- 
trols; the number of symptoms ranged from 11 to 35, 
with a mean of 23 in the patients, and from zero to 13, 
with a mean of four, in the healthy controls. 


TABLE 1.—Symptoms in Fifty Women with Hysteria as 
Compared with those in Fifty Healthy Women 


Women 
with Healthy 
Hysteria, Controls, Significance 
Symptoms % % Ratio 
Transient blindness................... 20 4 25 
10 0 2.3 
76 6 71 
78 8 7.1 
Abdominal 78 8 71 
46 2 5.2 
Variation in weight...............05. 66 4 6.5 
Urinary retention...........ccccsceces 43 2 4.9 
Menstrual lapses................. ontie 29 2 3.7 
Menstrual irregularity................ 30 r 2.2 
Excessive 44 2 5.0 
Sexual indifference.................05- 86 29 5.7 
No sexual pleasure.................045 73 15 4.7 
Painful intereourse.................... 63 7 4.6 
Story of sexual assault............... 10 0 21 
Prolonged (+3mos.) vomiting in 
2 6 5.9 
33 0 44 
50 2 5.5 


Patients with hysteria differed significantly from 
healthy control subjects with respect to the following 
symptoms: headaches, blurred vision, blindness, lumps 
in throat, palpitation, “anxiety attacks,” anorexia, nau- 
sea, vomiting, urinary retention, menstrual difficulties, 
sexual difficulties, dizzy spells, faints, trances, paralysis 
and many others. These are shown in detail in table 1. 
Patients did not differ significantly from healthy control 
subjects in the frequency of the following three symp- 
toms only: sleepwalking, 20 per cent vs. 8 per cent; loss 
of memory, 6 per cent vs. 0.0 per cent, and attempted 
suicide, 4 per cent vs. 0.0 per cent. 
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The following phenomena were investigated in both 
the hysteria group and the healthy group and were not 
significantly different: percentage of women who were 
arrested (hysteria group, 2 per cent; controls, 0.0 per 
cent; significance ratio, 1.0); percentage of women who 
used alcohol to excess (hysteria group, 2 per cent; con- 
trols, 0.0 per cent; significance ratio, 1.0), and per- 
centage of women who had been divorced at least once 
(hysteria group, 28 per cent; controls, 11 per cent; sig- 
nificance ratio, 1.6). 

Observations were made to determine whether hys- 
teria patients appeared significantly younger for their age 
than other women. The hysteria patients averaged an 
estimated appearance of 1.3 years younger than their 
stated age, and the hospitalized healthy controls 0.2 
years younger than their stated age and the controls with 
chronic medical illness 0.9 years older than their stated 
age. The differences in these values were not statistically 
significant (significance ratios: hysteria patients vs. 
healthy controls, 0.6; hysteria patients vs. medically ill 
controls, 1.6). Thus, women with hysteria were not 
found to be especially young-looking for their age; there- 
fore, this is not a useful diagnostic sign of hysteria. 

Some personal and social aspects of hysteria were 
investigated. Thirty-eight per cent of the hysteria patients, 
compared with none of the healthy controls, stated that 
they had had a significant amount of trouble with their 
schooling, either prolonged absences due to illness or 
impaired performance due to illness. This difference was 
Statistically significant, with a significance ratio of 4.8. 
These patients had completed 11 years of school despite 
health troubles. This fact does not support the clinical 
idea that hysteria affects only the illiterate and feeble- 
minded. Sixty-seven per cent reported a significant 
amount of trouble at work, either prolonged absences or 
impaired performance due to illness. This difference was 
Statistically significant, with a significance ratio of 6.0. 
Fifty per cent of the women with hysteria, compared with 
15 per cent of the healthy controls, had had a significant 
amount of marital trouble, either divorce, separation or 
active incompatability. This difference was statistically 
significant, with a significance ratio of 3.0. 

Patients with hysteria not only complained of many 
symptoms but also described their symptoms in a char- 
acteristic manner. The descriptions were imprecise, 
vague, exaggerated, colorful and dramatic. In addition, 
when asked to describe in detail a specific complaint, 
these patients would shift the subject, so that they would 
be talking about an unrelated complaint or some seem- 
ingly irrelevant item in their past lives. 

Thus, vomiting was described by a patient: “I vomit 
every ten minutes. Sometimes it lasts for two to three 
weeks at a time. Can’t even take liquids. I even vomit 
water. I can’t stand the smell of food.” Food dyscrasia 
was described as, “I can’t eat pastries. Always pay for it. 
I can’t eat steak now. I throw up whole milk. I always 
throw up the skins of tomatoes. Pudding made with 
canned milk makes me sick. I have to use fresh milk.” 
Trance state was reported: “I passed out on the bath- 
room floor during my period and was still on the floor 
when they found me the next morning.” Variation in 
weight was described: “I can lose weight just walking 
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down the streeet. I can hold my breath and lose weight. 
I was down to 65 pounds at one time.” 

Especially prominent symptoms were pain, menstrual 
difficulties, alleged difficulty during pregnancy and diffi- 
culty in sexual adjustment. 

Pain was a more frequent feature of the illness in New 
England women than the paralysis, blindness and am- 
-nesia often assumed as most characteristic of the disease. 
There was a distinct contrast between the women pa- 
tients and healthy women with regard to headaches, ab- 
dominal pain, pain in back and extremities and pain 
associated with menses and sexual intercourse. 

Not only was there a high frequency of symptoms in 
women with hysteria associated with menstrual, sexual 
and reproductive functions, but also were such symp- 
toms described by the patients in a characteristic, color- 
ful and dramatic fashion. Thus, dysmenorrhea was de- 
scribed: “I can’t work. Every month I am in bed for 
several days. I have had to have morphine hypos. There 
is a throbbing pain in the legs as if the blood doesn’t 
circulate. Can’t go to the bathroom, as I faint”; or, “It’s 
murder! I want to die. It affects my nervous system.” 
Patients reported amenorrhea and irregularities in the 
menstrual cycle as of frequent occurrence. One third of 
the patients described menstrual lapses of three months 
or longer, and 30 per cent described irregularity as a 
characteristic feature of their menstrual cycle. Excessive 
bleeding was a complaint in 44 per cent of the patients. 
It was frequently described dramatically as a hemorrhage 
or a bleeding in clots and lumps. 

Sexual symptoms occurred in almost every case. 
Ninety-eight per cent of the women patients with hys- 
teria presented sexual symptoms of some type. The most 
common of these was indifference. The patients reported: 
“Have never been interested,” “It’s not a normal thing 
to me. Disgusting!” or “My husband has never bothered 
me.” To 70 per cent of the patients, as compared with 
15 per cent of the healthy women, sexual intercourse 
was not a source of pleasure or satisfaction. Representa- 
tive quotations from protocols included, “It’s just a part 
of my married life and I have to do it,” “I was always 
disappointed. Never really enjoyed it, but I had to please 
my husband” and “I have no feelings. It’s just a duty.” 
Sixty-three per cent of the patients, compared with 7 per 
cent of the healthy women, complained of dyspareunia. 
Patients reported: “Every time I had intercourse I 
swelled up on one side. It’s sore and burns, and after- 
wards is very painful” or “I hate it. I have a severe pain 
on the right side and have to go to bed for a day.” 

Pregnancy in the women with hysteria was accom- 
panied, according to their statements, by unusual diffi- 
culties. Fifty-six per cent of the patients, as compared 
with 5 per cent of the healthy controls and 8 per cent of 
the healthy postpartum women, described persistent 
vomiting beyond the third month of pregnancy. Labor 
and delivery were considered excessively difficult by 60 
per cent of the patient group, compared with 20 per cent 
of the healthy women and 24 per cent of the postpartum 
women. Difficulties commonly described by the patient 
group included prolonged and unusually severe labor and 
a high proportion of high forceps deliveries. 

Nature of Chief Complaints.—The illness was char- 
acterized by nonspecific and multiple chief complaints, 
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the relevance of which was not clear (table 2). Despite 
the high frequency and dramatic quality of the symptoms 
it was remarkable that the reason for admission to a 
hospital was often vague or of doubtful relevance. Sixty- 
six per cent of the patients with hysteria, in contrast to 
30 per cent of the women hospitalized with chronic medi- 
cal illness, presented no specific chief complaint. Instead, 
in 48 per cent of the cases there was a welter of symp- 
toms, which were classified as multiple complaints. In 
other cases the reason for admission presented by the 
patient was not clear, nor did they seem relevant. Thus, 
patients reported: “I am sore all over. Can’t explain it. 
I have been sick all my life. Now I am alone since my 
husband died, and the doctor said I must come for help. 
It has taken $10,000 to keep me alive. This is my 
seventy-sixth hospitalization”; or “I have been taking 
care of my invalid mother, and I get very little rest or 


TABLE 2.—Fifty Women with Hysteria Compared with 
Thirty Medical Controls * 


Women 
with Medical 
Hysteria, Controls, Significance 
% % Ratio 


Chief complaint 


66 30 3.1 
Specific symptoms 
cb 49260 45 13 2.7 
Sexual 98 52 5.0 
Manner and attitude 
Overty M 30 4.9 
Dramatie pasi history................. 96 0 8.5 
Not helped by treatment.............. 76 50 2.3 
Giynecological operations t............ 17 0.6 3.0 
Hospitalizations 64 3.2 2.1 


* The differences between hysteria patients and medical controls are 
all statistically significant. 


+ These values indicate number per person. 


sleep,” or “My father came here for a check-up on his 
diabetes and insisted that I come along. | had a nervous 
breakdown in 1943 and have never gotten around to 
being really well.” These reports are in contrast to those 
of the chronic medically ill women patients, whose rea- 
sons for hospitalization and chief complaints were spe- 
cific and seemingly relevant. Specific symptoms associ- 
ated with hysteria, such as blindness, aphonia, paralysis 
and urinary retention, did not occur significantly in the 
chronically ill; nor were sexual symptoms prominent in 
women with actual chronic medical disease. 

Manner and Attitude —The manner and attitude of 
the patients with hysteria differed from that of the sick 
control subjects. Their past histories included, in addi- 
tion to multiplicity of symptoms, dramatic incidents re- 
lated to previous hospitalizations or happenings in their 
personal lives. The hysteria patients were more talkative, 
more friendly and ingratiating. Despite their friendly atti- 
tude toward the physician and their ease in discussing 
their illness, 76 per cent of the women patients felt that 
they had not been helped by any previous treatment. 
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Past History.—The past history of the patient with 
hysteria showed a significant excess in the number of 
previous hospital admissions and surgical operations 
when compared either with the medically ill or with the 
healthy control subjects (tables 2 and 3). 

In patients with hysteria the total number of previous 
hospitalizations averaged 6.4 for each patient, as com- 
pared with 3.2 for the women with chronic medical ill- 
ness and 1.2 for the healthy control subjects. There was 
a total of 321 hospital admissions in the patient group, 
as compared with 97 in the medical control group and 
59 in the healthy control group. In brief, the woman 
patient with hysteria occupied a hospital bed twice as 
often as the woman with assorted medical illnesses, in- 


TABLE 3.—Operations and Hospital Admissions in Fifty 
Women with Hysteria Compared with Those in Fifty 
Healthy Women * 

Women with Healthy — 
oO 


Hysteria Controls Rati 
Mean no. per person 


Minor surgical procedures........... 2.0 0.3 34 

Major surgical operations.......... 3.8 1.2 5.3 

Hospital admissions................. 64 1.2 3.6 
Total no. 

Minor surgical procedures........... 100 15 

Major surgical operations.......... 19) 59 

Hospital admissions................. 321 59 


* The differences between hysteria patients and healthy controls are 
all statistically significant. 


TABLE 4.—Comparison of Some Features of Twenty-Five 
Women with Hysteria and Those of Thirty-Eight 
Men with Diagnoses of “Hysteria” 


Significance 
Ratio 


Women Men 
Mean age (years)...............5. 30.2 30.2 0.02 
Mean no. of symptoms.......... #0 ll 7.7 
Mean no. of major operations... 28 16 23 
No chief complaint *............. 52 4 2.3 
Dramatic past history *.......... 92 16 5.9 
92 16 59 
Pension problems *............... 95 638 
Military problems *............... 0 24 2.6 
Symptoms related to injury *.... 0 55 4.6 


* These values indicate per cent. 


cluding such diseases as carcinoma or duodenal ulcer, 
and five times as often as the average healthy woman. 

The patients had undergone an excessive number of 
surgical operations. There was a total of 190 major 
operations in the hysteria group, as compared with 59 
in the healthy control group. There was a mean of 3.8 
operations for the hysteria group, as compared with 1.2 
for the healthy control subjects and 2.0 for the medical 
control subjects. One patient with hysteria had 18 opera- 
tions. Gynecologic operations, such as dilation and curet- 
tage, salpingo-oophorectomy or hysterectomy, were done 
in 72 per cent of the hysteria patients but in only 18 per 
cent of the healthy control subjects (totals of 83 gyne- 
cologic operations, as contrasted with 13 gynecologic 
operations). Nearly one fourth (24 per cent) of the 
women patients with hysteria had been sterilized with 
surgical procedure before the age of 35. 

Appendectomy was done in 72 per cent of the patients, 
as compared with 28 per cent of the healthy control sub- 
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jects; dilation and curettage were done in 42 per cent of 
the hysteria patients, as compared with 4 per cent in 
control subjects, and tubo-ovarian operations were done 
in 46 per cent of the women with hysteria and in 10 per 
cent of the control subjects. 

Surgical operations performed on the women with 
hysteria involved removal of more than one organ in a 
significantly large number of cases when compared with 
those performed on healthy control subjects. There were 
42 instances (a mean of 0.84 for each patient) noted in 
which the operations involved the appendix plus the tube 
or the ovary, or the gallbladder plus the appendix or the 
multiple internal female genital organs. For the group of 
healthy women six such operations (a mean of 0.12) 
were recorded. For example, the operation for acute 
appendicitis in healthy women is confined to appendec- 
tomy; in abdominal pain associated with hysteria ex- 
ploratory surgery and removal of the appendix plus an 
Ovary or some other organ was characteristic. 

Minor surgical procedures such as cystoscopic exami- 
nations, removals of more than three teeth at a time, 
skin operations, skin suturings, cauterizations of turbi- 
nates and dilations of the rectum were also encountered 
in hysteria more frequently than in the control groups. 
The mean for these procedures was 2.0 for each patient, 
as compared with 0.3 for the healthy control subjects. 


POSSIBILITY OF THE EXAMINER “SUGGESTING” 
SYMPTOMS TO PATIENTS 


The question arose whether or not the examiner and 
the questionnaire suggest symptoms to the patient. To 
test this point the following questions as to symptoms 
considered by the examiner to be of unlikely occurrence 
in any group of patients were spaced through the ques- 
tionnaire: 

1. Has your hair turned white suddenly? 

2. Do you have pain in the tip of the left ear? 

3. Do you have pain in the right big toenail? 

4. Has the skin on your thighs turned red? 


Patients with hysteria did not show a high number of 
“yes” answers to these questions. No patient answered 
“yes”’ to questions 1 and 4; only 6 per cent of the patients 
answered “yes” to questions 2 and 3. Moreover, three 
symptoms (story of sexual assault, 10 per cent, amnesias, 
6 per cent and attempted suicide, 4 per cent), which the 
investigators had expected to occur commonly as symp- 
toms of hysteria, revealed only a few “yes” answers. 
This suggests that the examiner’s attitude and inflection 
of voice in asking questions that he believed referred to 
common symptoms of hysteria were not the crucial fac- 
tors in determining the frequency of “‘yes” answers. 


COMPARISON OF HYSTERIA IN WOMEN 
WITH “HYSTERIA” IN MEN 

Few men with this disorder were seen in the civilian 
hospitals, and those who were seen were “compensation 
cases.” The illness as seen in the woman patient differed 
significantly from that referred to as hysteria in the men 
patients. Table 4 summarizes these differences. 

The men patients presented a more specific and well 
defined chief complaint in contrast to the women, whose 
complaints were vague and nonspecific and in whom the 
reason for readmission to the hospital was sometimes not 
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clear. The women with hysteria had a mean number of 
symptoms of 23, the men 11. | 

In the women patients the following 20 symptoms 
occurred with statistically greater frequency than in the 
men patients: double vision, lumps in throat, loss of 
voice, anxiety attacks, anorexia, food dyscrasia, abdomi- 
nal pain, nausea, constipation, diarrhea, unusual varia- 
tion in weight, sexual indifference, no sexual pleasure, 
painful intercourse, paralysis, paresthesia, faints, trances, 
crying easily and depressed state. There were no statisti- 
cally significant differences in the following 17 symp- 
toms: headaches, blurred vision, transient blindness, 
dizzy spells, dyspnea, palpitation, vomiting, back pain, 
joint pain, pain in the extremities, fits, sleepwalking, 
sleep talking, amnesia, nervousness, being easily upset 
and suicide attempts. Of these 17, the frequency was 
greater in 11 symptoms for the women and in only six 
for the men.’ 

Sexual difficulties were more prominent in the women 
than in the men, 98 per cent vs. 32 per cent. The past 
history of the women patients in 92 per cent of the cases 
included dramatic personal and medical happenings, as 
compared with 16 per cent of the men, and twice as 
many women patients had been subjected to major sur- 
gery (the mean number in the women was 2.8, as com- 
pared with 1.6 in the men). 

The manner and attitude of the women patients was 
characterized by friendliness, affability and loquacious- 
ness in describing symptoms, which was in contrast to 
that of the men patients. 

A remarkably striking difference between the men and 
women patients concerned the possibility of immediate 
and obvious gain from illness or symptoms in the men 
(table 4). During the course of the study in a civilian 
hospital, either in the diagnostic hospital or in the medi- 
cal or neurological services of a large municipal hospital, 
we were unable to find a case of hysteria in men com- 
parable to the cases seen in women. In all of the men pa- 
tients some factor of compensation was present. This 
factor was conspicuously absent in the women studied. 


COMMENT 

The data presented here show that women with diag- 
noses of hysteria in a civilian hospital presented a char- 
acteristic clinical picture. The symptoms are multiple, 
and most of the symptoms occur in most of the patients. 
The past histories of the patients show many hospitali- 
zations and operations; the women with hysteria differ 
both from healthy control subjects and from patients 
with chronic medical illnesses in a myriad of ways. It is 
believed that the clinical picture is sufficiently character- 
istic and distinctive for practical use in everyday diag- 
nosis. It should be pointed out that these patients were 
referred to a diagnostic hospital for diagnostic study, 
therapeutic advice, or because the physician thought a 
change might help. It is possible that these patients had a 
severer form of hysteria than the ordinary form. It is 
probable that these patients were doing poorly on a thera- 
peutic regimen instituted by their physicians. The course 
of all hysteria therefore should not be inferred from these 
data. It is not known what proportion of patients with 
hysteria, well managed from the onset of their illness, 
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would escape the severer manifestations of hysteria pres- 
ent in some patients of this group. The data do show, 


- however, that hysteria does not invariably vanish as the 


patient grows older; there were seven patients 50 years 
old or older in the series. The maximum age was 57. 

This report will not discuss the age old problem of 
hysteria in men. Suffice it to say here that no instances 
of hysteria in men were discovered in a civilian hospital, 
and that the “hysteria” diagnosed in men in the control 
study (those in service hospitals and with compensation 
problems) differed in many respects from the hysteria in 
women.’ 

The first important question arises whether or not the 
working definition of hysteria used in selecting these pa- 
tients determined completely the results of the investi- 
gation. It is probable that this factor had some impor- 
tance in the study but was not crucial. A clinical study of 
a disease, the cause of which is unknown and for which 
no quantitative objective diagnostic criteria are present, 
probably always amounts to the process of making more 
precise the original definition. However, it should be 
pointed out that the absence of certain specific features 
or pattern of features did not exclude a patient from this 
study. For instance, the examiners had the clinical im- 
pression before the study that features such as sexual 
frigidity, an excessive number of surgical operations, 
gastrointestinal pain, paralysis and visual difficulties 
were common features of hysteria. However, no patients 
were excluded from the study simply because they lacked 
these symptoms. The invesigators started with the gen- 
eral impression that monosymptomatic hysteria in civil- 
ian population probably does not occur. The problem of 
whether or not such cases should be included in the series 
did not arise, because no case presenting this problem 
was referred. The examiners started with the impression 
that hysteria in civilian men was rare or nonexistent but 
would have included such cases in the study if they had 
been discovered. Except for a few cases involving com- 
pensation and veterans’ problems, no cases resembling 
the characteristic diagnostic picture of hysteria were seen 
in men in civilian hospitals; it was necessary to go to 
service hospitals in order to see adequate numbers of 
cases in men with what was labeled “hysteria.” And, as 
noted previously, these service and compensation cases 
in men did not have the same clinical picture as cases 
of hysteria in women. It can and should be said that the 
original diagnostic criteria influenced in a general way 
the results of the study but did not determine the detailed 
results. 

The second important question arises whether or not 
the women with diagnoses of hysteria in this study have 
the same disorder that other observers call hysteria. This 
question cannot be answered from the literature at this 
time, and it is probable that comparisons with past litera- 
ture can never be made with finality. Almost the only 
authors who present quantitative clinical data about hys- 
teria are Briquet * and Savill.’ Even though the figures 
of this study are in good agreement with figures of these 


8. Briquet, P.: Traité clinique et thérapeutique de I’hysterie, Paris, 
J. B. Balliére et Fils, 1859. 

9. Savill, T. D.: Lectures on Hysteria and Allied Vaso-Motor Con- 
ditions, London, H. J. Glaisher, 1909, 
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authors in most instances (table 5), the three studies 
are not strictly comparable, because the methods of elicit- 


ing data and definitions of symptoms were not clearly 


enough stated to be accurately reproducible by anyone. 
Except for these two studies there have been two pre- 
dominant emphases in the literature concerning hysteria, 
namely, emphasis almost solely on the “neurological 
signs and symptoms,” found chiefly in the writings of 
neurologists,’’ and emphasis almost solely on the psycho- 
logical mechanisms called “conversion,” “contraction of 
the field of consciousness” and specific “complexes.” *' 
The results of this study cannot be fruitfully compared 
with the results of studies done exclusively from the 
above points of view. Neither the predominantly neuro- 
logical nor the predominantly speculative studies about 
psychological mechanisms have quantitative data, nor do 
the authors of such studies clearly state how their data 
were obtained. In addition, the data in the psychological 
studies are not presented in a form that is precise enough 
and sufficiently controlled to be reproducible by other 
workers. 

In spite of these difficulties in comparing the present 
study with the remainder of the literature, there are 
apparent gross similarities between patients in this study 
and those reported elsewhere. Of six classical symptoms 
of hysteria, namely, paralysis, blindness, urinary reten- 
tion, trances, fits and amnesia, 78 per cent of the patients 
in this study had at least one. Also, medical symptoms 
are noted in hysteria by other authors.'” 

No special study was made here of “stigmata” of 
hysteria, such as corneal anesthesia or pharyngeal anes- 
thesia. Sir Arthur Hurst ** believed that these “stigmata” 
did not occur spontaneously and concluded that they 
were probably suggested by the examiner. He created 
new “stigmata,” namely, umbilical anesthesia, nasal 
anesthesia and the spiraling of the visual fields outward. 
In light of such data, no attention was paid to so-called 
classical stigmas in this study. The question arose, how- 
ever, whether or not the examiners in this study were 


10. (a) Head, H.: The Diagnosis of Hysteria, Brit. M. J. 1: 827, 1922. 
(b) Dana, C. L.: Hysteria and Organic Disease: A Study of the Diagnosis 
with Reports of Cases, M. Rec. 62: 441, 1902. (c) Charcot, J. M.: Lec- 
tures on Disease of the Nervous System, London, The New Sydenham 
Society, 1877, vol. 1, translated by G. Sigerson; 1881, vol. 2, translated 
by G. Sigerson; 1889, vol. 3, translated by T. Savill. (d) Babinski, J.: 
Hysteria or Pithiatism, London, University of London Press, 1918. 

11. (a) Janet, P.: The Major Symptoms of Hysteria, New York, The 
Macmillan Company, 1907. (b) Freud, S.: Selected Papers on Hysteria and 
Other Psychoneuroses, translated by A. A. Brill, Nervous and Mental 
Disease Monograph Series no. 4, New York, Nervous and Mental Dis- 
ease Monographs, 1920. (c) Breuer, J., and Freud, S.: Studies in Hysteria, 
translated by A. A. Brill, Nervous and Mental Disease Monograph Series 
no. 61, New York, Nervous and Mental Disease Monographs, 1936. (d) 
Fenichel, O.: Outline of Clinical Psychoanalysis, New York, The Psycho- 
analytic Quarterly Press, New York, W. W. Norton & Company, Inc., 
1934. (e) Kretschmer, E.: Hysteria, translated by O. H. Boltz, Nervous 
and Mental Disease Monograph Series no. 44, New York, Nervous and 
Mental Disease Monographs, 1926. 

12. (a) Briquet.® (5) Savill. (c) Mitchell, S. W.: Lectures on Disease 
of the Nervous System, Especially in Women, ed. 2, Philadelphia, Lea 
Brothers & Co., 1885. (d) Wechsler, I. S.: Textbook of Clinical Neurology, 
ed. 6, Philadelphia, W. B. Saunders Company, 1947. 

13. Hurst, A. F., and Symms, J. L. M.: A New Group of Hysterical 
“Stigmata,”’ in Seale Hayne Neurological Studies, edited by A. F. Hurst, 
London, Oxford University Press, 1920, p. 21. 

14. (a) Babinski." (b) Hurst.'* 

15. Wheeler, E. O.; White, P. D.; Reed, E. W., and Cohen, M. E.: 
Neurocirculatory Asthenia (Anxiety Neurosis, Effort Syndrome, Neuras- 
thenia): A 20 Year Follow-Up Study of 173 Patients, J. A. M. A. 142: 
878 (March 25) 1950. 

16. (a) Freud. (b) Breuer and Freud."* (c) Fenichel.™(d) Kret- 
schmer.'* 
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creating their own “stigmata” by suggesting certain 
symptoms to the patients in the questionnaire method. 
An attempt was made to control this factor by including 
four questions referable to symptoms that the examiners 
believed probably did not occur in hysteria, and it was 
demonstrated that the patients did not answer these ques- 
tions affirmatively. From this it was concluded that the 
higher proportion of patients answering affirmatively 
about the symptoms of hysteria was not simply a reflec- 
tion of the particular questions that were asked them. 


TaBLe 5.—Prevalence of Symptoms in this Study Compared 
with Older Studies * 


This Study Briquet, 1859 Savill, 1909 


(50 Cases) (430 Cases) (500 Cases) 

frequent 

Globus hystericus.......... 74 93 Frequent 

Abdominal pain........... 78 91 

Menstrual difficulties...... 82 53 ee 

33 28 11 

6.0 28 4 ee 

Extremity pain............ 2 15 

2 7 31 

42 4 2 

Sleepwalking............... 20 oe 2 

Anxiety attacks........... 74 Very often ee 

76 Frequent Frequent 

Food dyscerasia............ 76 Common 

82 Common oe 

62 Common Frequent 

Constipation. 54 Most frequent Frequent 

Urinary retention.......... 43 Frequent ‘a 

Easily upset............... 66 Frequent 

Blurred vision............. 62 Occurs ° 

Loss Of VOIR. 45 Occurs 

Menstrual pain............ 66 Occurs 

Menstrual lapses........... 29 Occurs 

Menstrual irregularity..... 80 Occurs 

Sexual frigidity............ 73 Occurs 

Dramatic past history..... OG Occurs 


* Twelve symptoms noted in this study but not by Briquet or Savill 
were not included in this table. Briquet and Savill mentioned 13 symp- 
toms not specifically studied here, of which only chest pains, tremors 
and urinary frequency were said to occur frequently. 


Many observers have suggested that the phenomena 
of hysteria arise through the process of suggestion.’ 
Since it has been demonstrated that the examiners proba- 
bly did not suggest the symptoms, it should be asked 
whether or not there are other reasonable possibilities 
that should be investigated. Are the symptoms of hys- 
teria in New England reflections on the medical care, the 
health advertisements and twentieth century medical 
folklore that could be suggested to the patient through 
various mediums? If suggestion is ‘an important part in 
hysteria symptomatology, as has been claimed,’ this 
might offer a plausible explanation of the origin of some 
of the symptoms; but there are no crucial data to support 
this, and controlled investigation would be necessary to 
find out. 


V 14 
1951 


Vol. 146, No. 10 


The question arises whether or not these patients might 
have some psychiatric disorder other than hysteria. The 
symptoms include those of anxiety neurosis (neuras- 
thenia, neurocirculatory asthenia), but more and differ- 
ent symptoms occur in hysteria than in that disorder, 
according to the clinical picture described elsewhere.’® 
During the time of this study the diagnosis of hypo- 
chondriasis was practically used not at all, and it is possi- 
ble that in studies by others this diagnosis might have 
been used in some of the patients. The clinical features 
of that disorder are not clear to us. Finally, no evidence 
of serious psychiatric disease requiring institutionali- 
zation was elicited in the follow-up period. No other 
psychiatric diagnosis could be made reasonably in these 
patients. 

It is believed that the symptoms presented here are 
characteristic of hysteria as it occurs today, and that this 
picture is probably what others have observed and 
termed hysteria. Other methods of diagnosing hysteria are 
in general use. Some clinicians rely on finding that the 
patient has a worry, problem or conflict. In our opinion 
this is so nonspecific that it is grossly unreliable. Other 
writers emphasize specific psychological “mechanisms” 
such as “conversion” or specific “complexes” '* as impor- 
tant in the diagnosis of hysteria. These approaches have 
arisen largely from limited, uncontrolled observations on 
isolated cases, from speculation or from attempts to 
apply unproved theories and are not based on facts; in 
addition, the processes postulated are too complicated 
for ready clinical diagnostic purposes. 

Some clinicians feel, furthermore, that the absence of 
a diagnosis or the presence of unexplained or peculiar 
symptoms or signs is an adequate basis for the diagnosis 
of hysteria; we believe that this method is grossly un- 
reliable. Still other observers attempt to diagnose hys- 
teria by trying to ascertain whether the symptoms and 
signs, neurological or otherwise, do or do not follow 
what they consider to be known “anatomic and physio- 
logic boundaries.” All these methods of attempting to 
diagnose hysteria fail to take into account the entire 
symptomatic clinical picture. Instead, they attempt to 
use some special theory or belief as to the nature of 
hysteria rather than apply the tested system of using 
history and physical examination in arriving at a diag- 
nosis. 

From the results of this investigation, it seems proper 
to suggest that the diagnosis of hysteria might be made by 
following the standard procedure used in the general field 
of diagnostic medicine: that is, determining the facts of 
the chief complaint, past history, physical examination 
and laboratory investigation. If the relevant symptoms of 
hysteria are known, this method can be applied by any 
physician without the use of special techniques, dream 
analysis or prolonged investigation of psychological con- 
flicts. We believe that in our hands, and in the hands of 
residents and interns who have been instructed in these 
methods, this approach to hysteria has offered a useful 
tool for accurate diagnosis. It is suggested that the use of 
this method will allow the observer to diagnose hysteria 
when it really exists and to avoid making a false diagnosis 
of hysteria when it does not exist. It is further believed 
that this offers a sound basis for further clinical studies 
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and for clinical investigation, which must always rest on 
the basis of accurate clinical observations. 

These studies give no information about the cause of 
hysteria or about the specific mechanisms of symptoms. 
It is believed that these are unknown. Further, it is 
believed that they will be discovered by scientific investi- 
gation, rather than by the use of nonscientific methods, 
such as pure discussion, speculation, further reasoning 
from the dictums of “authorities” or “schools of psy- 
chology” or the use of such pretentious undefined words 
as “unconscious,” “depth psychology,” “psychodynam- 
ics,” “psychosomatic,” and “Oedipus complex,” and that 
fundamental investigation must rest on a firm clinical 
basis. 

CONCLUSIONS 

1. From this study of 50 cases of hysteria in a civilian 
hospital it is concluded that hysteria probably has a char- 
acteristic clinical picture. 

2. The age of onset was less than 35 years in all 
patients. 

3. The disorder was seen only in women. It was con- 
cluded that, if patients with compensation, pension, 
insurance and service or veterans’ problems were ex- 
cluded, hysteria is seen rarely or not at all in men. 

4. The illness was never monosymptomatic. No pa- 
tient had fewer than 11 symptoms. The mean number 
was 23. 

5. Characteristic features include lack of chief com- 
plaints, history of excessive surgical operations and hos- 
pitalizations, multiplicity of vaguely described present 
complaints, dysmenorrhea, sexual frigidity and dyspa- 
reunia, a friendly and overtalkative manner during the 
examination and a dramatic manner of describing past 
symptoms and illnesses. 

6. The clinical picture of hysteria in civilian women 
is not the same as that seen in men with diagnoses of 
“hysteria” in service hospitals, or in patients, men or wo- 
men, with obvious compensation and pension problems. 

7. The conventional method of diagnosis employed in 
medical practice, that is, the use of history, examination 
and relevant laboratory data, seems equally applicable to 
the diagnosis of hysteria and seems preferable to attempts 
to use unproved psychological theories or complexes for 
this purpose. 

8. As judged from a short term follow-up, this con- 
cept of hysteria and its diagnostic features seems reliable 
enough to warrant further clinical trial and to serve as 
a basis for further research. 


Pregnancy and Diabetes.—Diabetes is a serious complication of 
pregnancy, in that the fetal mortality has been considerably 
higher than in normal pregnancy. In the past, mortality rates 
of infants have ranged between 30 and 50 per cent. The last 
decade, however, has witnessed a growing awareness on the 
part of obstetrician, internist and pediatrician of the problems 
inherent in pregnancy complicated by diabetes. As a result of 
increased knowledge and experience, fetal mortality has been 
lowered to the point where the physician may assure the average 
diabetic patient that pregnancy can be undertaken, with a good 
chance of delivering a live and healthy infant.—William P. 
Given, M.D., R. Gordon Douglas, M.D., and Edward Tolstoi, 
M.D., Pregnancy and Diabetes, The Medical Clinics of North 
America, May, 1951. 
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EVALUATION OF ADEQUATE ANTEPARTUM CARE FOR THE CARDIAC PATIENT 


J. E. Fitzgerald, M.D., Augusta Webster, M.D., Bruce P. Zummo, M.D., 


P. C. Williams, M.D., Chicago 


In reviewing the causes of maternal deaths in the De- 
partment of Obstetrics at the Cook County Hospital, we 
found that in an 11 year period only three women with 
adequate antepartum care had died of heart disease and 
its complications. In the same period however, 21 preg- 
nant women with cardiac disease who had inadequate 
Or no antepartum care died. This seemed to us signifi- 
cant enough to warrant a careful study of the value of 
antepartum care to pregnant women with cardiac 
disease. 

The Department of Obstetrics at the Cook County 
Hospital has had a special clinic for pregnancy-compli- 
cating heart disease since 1925. In 1935 one of us 
(J.E.F.)' reported on 126 closely controlled pregnant 
women with heart disease. In 1937 Engbring and Sutton’ 
reported on the clinic. There was one death from malig- 


TABLE 1.—Ages of Patients Referred to the Prenatal 
Cardiac Clinic 


Age, Yr. otal Per Cent 
269 26.12 
529 51.36 

TABLE 2.—Cardiac Status 
Classification No. Per Cent 
Definite organic heart 460 44.66 
oo Re 8.54 
Systolic murmurs often complicated by 
ks 429 41.65 
Miscellaneous, accounted for by symptoms, 
arrhythmias without murmurs................ 538 5.10 


nant endocarditis in these two groups of patients who 
had been under the constant direction of the prenatal 
cardiac clinic. 

The material presented here covers an 11 year period, 
from July 1936 to July 1947. During this period 28,668 
patients were admitted to the prenatal clinics, of whom 
1,030 (3.59 per cent) were referred there for cardiac 
evaluation. These women were referred by the attending 
and resident staff of the obstetrical department of the 
hospital, the prenatal clinics of the Chicago Board of 
Health and the Infant Welfare Society and local prac- 
titioners. 


From the Department of Obstetrics, Cook County Hospital. 

From the Department of Obstetrics and Gynecology, Northwestern 
University Medical School. 

1. Fitzgerald, J. E.: Management of Pregnant Women with Heart 
Disease, Am. J. Obst. & Gynec. 29: 53-61 (Jan.) 1935. 

2. Engbring, G., and Sutton, D. C.: Heart Disease and Pregnancy, 
Illinois M. J. 72: 147-153 (Aug.) 1937. 

3. Hamilton, B. E., and Kellogg, F. S.: Cardiac Disease and Preg- 
nancy: Medical and Obstetric Handling, J. A. M. A. 91: 1942-1944 (Dec. 
22) 1928. 

4. Jensen, J.: The Heart in Pregnancy, St. Louis, C. V. Mosby Com- 
pany, 1938, p. 82. 

5. Sodeman, W. A.: Cardiac Changes in Pregnancy Unrelated to 
Usual Etiologic Types of Heart Disease, Am. Heart J. 19: 385-397 (April) 
1940. 


The reasons for the patients’ referrals were the follow- 
ing: histories of heart disease; symptoms of possible or 
probable heart disease, such as dyspnea, edema, tachy- 
cardia, chest pain or heart consciousness; presence of 
typical lesions, especially those of rheumatic heart dis- 
ease; murmurs of unknown origin, and arrhythmias or 
clinical signs of hyperthyroidism. Of the 1,030 referred 
patients, 765, or approximately three fourths (74.27 per 
cent), were Negro, a ratio of 3:1, which corresponds 
essentially with the racial distribution of all antepartum 
admissions. 

The length of observation varied from a single visit to 
repeated visits over a period of years. Two hundred and 
ninety-six women were observed for a period of one year 
or more, and, of these, 67 were observed for a period of 
five to 11 years. 

Approximately one fourth (26.12 per cent) of the 
group (table 1) was below the age of twenty. One half 
of the group was in the 20 to 29 age bracket. In the third 
decade, the majority of patients referred were under the 
age of 35, and only 3.69 per cent were over the age of 40. 

The number of children of each mother varied from 
one to four; the average was 2.53. This relatively low 
figure is due to the high per cent of primiparas (456 or 
45.9 per cent) who attended the clinic. 


INCIDENCE, TYPES AND DISTRIBUTION OF 
HEART DISEASE 

Of the 1,030 patients studied, not all were found to 
have definite organic heart disease. Some were normal, 
while others manifested the functional heart of preg- 
nancy syndrome. 

The incidence of organic heart disease (table 2) in 
our 1,030 patients is 44.66 per cent, which is higher than 
the 25 per cent reported by Hamilton and Kellogg * and 
the 21.6 per cent of Engbring and Sutton ? in similar 
studies. Some of the disparity is explained by the differ- 
ences in the degree of criteria used to differentiate the 
organic heart disease from the functional heart disease of 
pregnancy. 

The syndrome of functional heart disease has also 
been called gestatory heart disease. Anatomic changes 
due to increased cardiac work, added cardiac strain and 
rotational changes caused by the growing uterus are 
responsible for variations in sound, rhythm and such 
symptoms as palpitation and dyspnea. This syndrome 
presents a problem in diagnosis only during the last tri- 
mester. The differentiation of functional from organic 
heart disease is important from the standpoint of therapy 
and prognosis. Functional disturbances of the heart do 
not require any therapy other than reassurance and mild 
sedation. 

The incidence of murmurs varies widely. In compar- 
able studies Jensen * found values ranging from 0.71 to 
75 per cent, with an average of 28 per cent; Sodeman ° 
reported an incidence of 45 per cent, and Engbring and 
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Sutton ? reported an incidence of 37.2 per cent. Our 
incidence was 41.6 per cent. 

The distribution of the 460 organic heart lesions is 
shown in table 3. There were 426 (92.60 per cent) le- 
sions of rheumatic origin, while 34 (7.4 per cent) con- 
stituted all other groups. This marked preponderance of 
rheumatic fever sequelae is easily explained by the well 
known tendency of rheumatic heart disease * to occur in 
the young. 

Before we discuss this group further, it is desirable to 
give our interpretation of the terms involved. Following 
the lead of Engbring and Sutton,’ we believe that the 
initial lesion in the valves is one of insufficiency or regur- 
gitation. After approximately two years, stenosis takes 
place. Clinically the stenotic lesion is the predominant 
one. The term “mitral heart disease” is used to denote the 
presence of insufficiency and/or stenosis and, as such, is 
synonymous with the expression “double mitral.” 

Histories of rheumatic fever were obtained from 174, 
or 40.7 per cent, of the patients (table 4). This tends to 
confirm the findings of Edward Stieglitz’ that half of 
the maternity patients with organic heart disease have no 
knowledge of the cardiac disorder prior to its discovery 
at the antepartum examination. 

Syphilitic heart disease with positive serologic reaction 
was encountered in five instances. One lesion was of the 
aortic insufficiency type, and four were aortitis. All were 
treated, and the deliveries and puerperia were unevent- 
ful. The infants were free from infection during the 
period of observation. Two of these patients were 22 
years of age, and the others were 34, 36 and 41 years 
respectively. The mean number of children was 2.5. 
There were no complications or deaths in this group. 

Three instances of thyrotoxicosis associated with mi- 
tral heart disease were found. The typical symptoms of 
palpitation, tachycardia, heart consciousness, moist skin, 
nervousness, tremor and increased metabolic rates were 
noted in all three women. In one patient, who had under- 
gone thyroid operations on two previous occasions, a 
complicating auricular fibrillation with a recurrence of 
toxicity developed, and she had to undergo a third thy- 
roid operation. All three of these women were in the 
early thirties—further evidence that thyrotoxicosis elects 
the third decade as its most frequent time of appearance. 

Hypertensive heart disease was present in 22 in- 
stances. In contrast to rheumatic heart disease, this con- 
dition was found in relatively older patients. The higher 
ratio of Negro to white patients also illustrates the ten- 
dency of that race toward hypertensive cardiovascular 
disease in the northern environment. The average age of 
this group on admission was 32 years. 

Congenital heart disease was noted in three patients. 
They had disease of the patent ductus arteriosus type, as 
revealed by physical examination, fluoroscopy and roent- 
genography. Their ages were 14, 16 and 18 years respec- 
tively, and they had no history of decompensation. Only 
one knew of the presence of heart disease. Their labors 
were of average duration, and they were delivered of 
normal term infants, by means of episiotomy and low 
forceps while under pudendal block anesthesia. The 
puerperal courses were uneventful. 

Coronary sclerosis was found in one patient. She was 
a 43 year old white multipara, who had been followed at 
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another clinic for three years and was taking digitalis and 
potassium iodide. She had a history of recurrent attacks 
of dyspnea, with some precordial pain; there were find- 
ings of an apical systolic murmur, left ventricular en- 
largement, gallop rhythm and blood pressure of 120/90. 

Auricular fibrillation beginning in pregnancy or puer- 
perium was encountered four times. One patient was a 
Negro primigravida, 32 years of age, in whom the auric- 
ular fibrillation was associated with mitral heart disease 
and thyrotoxicosis. The second was a sextiparous, multi- 
gravid white woman, 31 years old, who was admitted to 
the Cook County Hospital because of early decompen- 
sation due to chronic rheumatic heart disease with auric- 
ular fibrillation. As soon as compensation was estab- 
lished, abdominal hysterotomy and sterilization were 
performed. She was discharged in a compensated state 
on digitalis therapy. The third patient was a uniparous, 
bigravid Negro, 30 years old, who was admitted to the 


TaBLE 3.—Etiological Classification 


Disease Total Per Cent 


Rheumatic heart disease................. 426 92.6 
Mitral heart disease................ 394 
Aortic heart disease 
7 


Syphilitie heart 5 
Hypertensive heart disease............... 22 
1 
Congenital heart disease................. 3 
3 
460 


100.0 


Disease Total 


Cook County Hospital when she was three months’ preg- 
nant; she had chronic rheumatic heart disease. There was 
slow fibrillation under digitalis management. This patient 
aborted spontaneously shortly after admission and re- 
fused sterilization. At her only postpartum visit she was 
in fairly good condition and in a compensated state. The 
fourth patient was a triparous, quadrigravid white wo- 
man, 31 years old, who was five months’ pregnant and 
had mitral stenosis and auricular fibrillation. She was 
delivered of a full term infant uneventfully. One and a 
half years later, this patient was in good condition but 
still with slow fibrillations. The mean age of the fibril- 
lating group was 30.6 years, and the average number of 
children was 2.6. 

It is evident from the material reviewed that there 
were many with severe cardiac disease among the 460 
women with organic heart defects followed in the pre- 


6. Hollander, A. G., and Goldsmith, I. W., Jr.: Acute Rheumatic 
Fever Complicating Advanced Pregnancy, Am. J. Obst. & Gynec. 42: 333- 
335 (Aug.) 1941. 

7. Stieglitz, E. J.: Cardiac Disease in Obstetrics, Am. J. Surg. 48: 
36-46 (April) 1940. 
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TABLE 4.—Past History of Rheumatic Group 


natal cardiac clinic. However, all these women, with 


three exceptions, were delivered safely. 


During the same 11 year period, the records of the 
Cook County Hospital show that £2,938 mothers were 
delivered of viable infants and that the conditions of 704 
of these women were diagnosed as organic heart disease. 
Furthermore, 24 maternal deaths were attributed to car- 
diac disease and its complications. There were 244 
women with organic heart disease who were not seen in 
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pitalization; one died six days after admission, and at 
autopsy vegetative and verrucous endocarditis of the 
mitral valve was revealed. The other died 27 hours after 
admission, with a clinical diagnosis of aortic regurgi- 
tation, double mitral lesion and possible patent ductus 
arteriosus. 

The two patients who are said to have been under 
the care of family physicians entered in a serious state. 
One patient was seven months pregnant and presented 


TABLE 5.—Fatalities 


Year Initials 


1936 J. G. 
1937 L. R. 
1937 O.L. 
1937 A.S. 
1938 C. C. 
1938 A. G. 
1938 M.T 
1938 K. D. 
1939 R.A 
1939 E.M 
1940 D.S8 
1940 J.K 
1940 M.S 
1941 J.B 
1942 M.A 
1942 M.S 
1942 
1944 J.B 
1945 H.S 
1945 A.J 
1945 L.A 
1945 R. 8. 
1946 M.S. 
1947 F. H. 


Age 


Para Gravida Gestation 


4 


2 


8 
3 


8 mo. 


4 mo. 


2mo, 
7 mo. 
mo. 


8 mo. 


Term 


4mo, 


Term 


Antepartum 
Care 


No 


CCH* 
eardiae 


No 


CCH 
eardiae 
CCH 1 visit 
at 54% mo. 
No 

No 

Board of 
Health 
clinie 1 visit 
CCH 

1 visit 

No 

Private 
M.D. 


No 


No 
CCH 
cardiae 
No 
Private 
M.D. 
Chicago 
Maternity 
Center 
No 

No 


No 


Delivery Died Cause of Death and Contributing Factors 
Spontaneous 32 hr. PP. Rheum. heart: acute failure; clinical 
impression 
Hysterotomy 8 days PO. Endocarditis: obliterative pericarditis, 
recent embolus in pulmonary artery an 
lower lobe of right lung; autopsy 
Surgical (for 2 days PO. PO. hemorr. from vessel in post. rt. broad 
ectopic preg.) lig.: veg. endocarditis of sasdion aortic 
leaflet; autopsy diag. 
Undel. 6 br. in Veg. and verrucous endocarditis of mitral 
CCH and aortie valves: autopsy 
Spontaneous 5 days PP. Pneumonia: verrucous endocarditis; 
autopsy 
Spontaneous 5 Thr. PP. Veg. endocarditis with brain emboli: 
mo. fetus influenzal bronchopneumonia; autopsy 
Hysterotomy 15 days PO. Sepsis: veg. endocarditis, hemolytic strep. 
blood cultures; autopsy 
Spontaneous 50 days PP. Veg. bacterial endocarditis: pelvie thrombo- 
phlebitis, Staph. aureus on blood culture; 
autopsy 
Spontaneous 37 days PP. Pulmonary embolus: patient known to have 
cardiac disease; fibrillation; clinical impression 
Slippery 6 days Acute veg. endocarditis with stenosis: acute 
eli ab. CCH metritis and endometritis; autopsy 
Spontaneous 6 days PP. Veg. and verrucous endocarditis of mitral 
valve: autopsy 
Bag indue- 24 hr. PP. Intestinal obstruction: fatal endocarditis 
tion with terminal bilateral hydrothorax; clinica) 
impression 
Private M.D., 2 wk. PP. Sepsis: thrombophlebitis, endocarditis of 
spontaneous mitral valve; autopsy 
at home 
Undelivered 5 hr. in Mitral stenosis: fibrillation; auricular in- 
CCH sufficiency; clinical impression 
6mo. 8. B, 13 days PP. Grade 3 rheum. heart (since age 6): acute 
failure; clinical diagnosis 
5 mo. Ab. 22 days PP. Vegetative, recurrent endocarditis of mitra) 
valve with infarets in spleen and kidneys; 
autopsy 
C. 8. for 30 days PO. Progressive inf. endocarditis of mitral valve: 
disprop. blood culture hemolyzing strep.; autopsy 
Hysterotomy 6 days PO. Rheumatic heart disease: Pulmonary and 
cerebral embolism; clinical impression 
Spontaneous 9 days PP. Bronchopneumonia: hypertensive heart dis- 
euse, severe preeclampsia; clinical diagnosis 
Undelivered —— in Chronic rheumatic heart: renal disease; 
autopsy 
Undelivered bs res in Patent ductus arteriosus: aortie regurgi- 
CCH tation, double mitral lesion; elinical 
diagnosis 
Low forceps 4 days PP. Endocarditis mitral valve developed on an 
caudal old fibroplastic delormity: stenosis of 
mitral valve; autopsy 
Undelivered lhr.1smin. Vegetative endocarditis with active mitral 
in CCH stenosis: autopsy 
Outlet foreeps 12 br. PP. Verrucous endocarditis: pulmonary edema; 


nhephrosis; autopsy 


(table 5). 


SUMMARY OF FATALITIES 

Fifteen of the patients who died had no antepartum 
attention whatsoever. Two patients visited local maternal 
agencies but once and were referred immediately for hos- 


* The initials CCH denote Cook County Hospital. 


the cardiac clinic, and from this group there were 21 
deaths. Most of these patients were considered as being 
of functional class 4 when they first came under our 
observation. 

A summary of the fatalities demonstrates disasters 
which occur in the absence of adequate antepartum care 


a picture of auricular fibrillation, mitral heart disease 
and severe decompensation. She died undelivered, five 
hours after entrance, and permission for autopsy was 
denied. The second patient was eight months pregnant 
and died eight days after admission; at autopsy chronic 
rheumatic heart disease with renal disease was revealed. 

Those who attended the Cook County Hospital Clinics 
only once fared as follows: One entered at term, de- 
livered spontaneously and died 50 days later of subacute 
bacterial endocarditis. On admission her cardiac lesion 
was mitral stenosis of rheumatic origin. The second pa- 


30 | | |_| 
24 0 1 6 wk. = 
18 0 1 74 mo. No 
31 4 5 Term No : 
23 0 1 5 mo, No 
18 2 3 10 wk. 
19 0 1 mo. 
? ? ? 7-8 mo.? 
34 4 12 8 wk. 
21 0 1 8 mo. V 14 
23 1 2 Term 19 5 l 
30 3 3 6mo., 
42 1 2 7 mo, 
32 3 4 6 mo. | 
19 2 4 5 mo, No 
30 2 3 Term 
35 5 6 
40 0 1 
45 13 18 
1 2 
37 4 5 | 
20 0 1 | 
24 0 1 | || 
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tient, a 23 year old uniparous, secundigravid white wo- 
man, entered at term with complaints of backaches, chills 
and fever, nausea and vomiting. A loud systolic murmur 
was heard over the entire precordium, but no evidence of 
decompensation was noted. On the third day of hospitali- 
zation, abdominal distention occurred and Levine suction 
gave no relief. A roentgenogram of the abdomen revealed 
a greatly distended bowel. It was felt that emptying of 
the uterus would relieve the distention, and therefore, a 
successful bag induction was done. The patient was de- 
livered with low forceps while under pudendal block 
anesthesia eight hours after the bag was placed. She 
failed to improve, however; her downhill course con- 
tinued, and she died 24 hours post partum. The clinical 
impression was endocarditis and bilateral hydrothorax. 
Multiple emboli producing pulmonary and mesenteric 
infarction were considered the causes for the chest and 
abdominal symptoms. Permission to perform an autopsy 
was denied. 

Each of the three patients listed as having had ade- 
quate antepartum care died after abdominal hyster- 
otomy. The first patient had a four months pregnancy 
complicating a rheumatic heart condition. She was a 
21 year old biparous trigravida, with a long-standing 
history of cardiac disease. An abdominal hysterotomy 
was done, and she died eight days later. At autopsy were 
revealed old rheumatic endocarditis, obliterative peri- 
carditis, multiple septic infarcts in spleen and kidneys 
and a recent embolus in the pulmonary artery and the 
lower lobe of the right lung. The second patient had a 
10 week pregnancy complicating a subacute bacterial 
endocarditis. Hysterotomy was done, and she died 15 
days later of sepsis and vegetative endocarditis. The third 
patient was a 35 year old quintiparous, sextigravid wo- 
man, with a long-standing history of cardiac disease, who 
complained of mild dyspnea, weakness and pressure over 
the precordium. These complaints had been noticed 
since the onset of pregnancy. Cardiac findings were those 
of aortic insufficiency. Abdominal hysterotomy and 
sterilization were done. Three days postoperatively, a 
left hemiplegia developed. Six days postoperatively, she 
suddenly became. dyspneic and cyanotic and died. Per- 
mission for autopsy was not granted. On a clinical basis. 
the cause of death was considered to be pulmonary and 
cerebral embolism. 

These three patients demonstrate that the pregnant 
patient with cardiac disease is not a good surgical risk. 
All three were considered to be in a state of compensa- 
tion when operations were performed. The first two pa- 
tients, who were operated on in 1937 and 1938, might 
have had a better opportunity for recovery in this day of 
chemotherapy, antibiotics and abundant blood. In all 
three instances the cardiac condition was such that the 
hazard of continued pregnancy would also have been 
great. 

In the entire series of 704 patients with organic heart 
disease, the pregnancy was interrupted in only eight 
instances. Before surgical intervention, each patient was 
hospitalized until a maximum degree of compensation 
was obtained. Three of this group died, and their cases 
have been discussed above. The remaining five made un- 
eventful recoveries. 
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ANALYSIS OF MORTALITY FIGURES 

In analyzing the mortality figures, one must remember 
that the total number of fatalities is small. Accordingly, 
the figures may be misleading. In general, it is accepted 
that age definitely influences the outcome of the preg- 
nancy complicating heart disease. The older the patient, 
whether pregnant or not, the greater is the possibility of 
a cardiac breakdown. 

Gravidity and parity per se have no influence on the 
outlook for the woman with heart disease, and with care- 
ful management the expectancy of life should not be 
shortened (Engbring and Sutton,” Oppel * and Jensen *). 

According to Gorenberg and McGleary,’ most of the 
deaths occur during the first eight months of pregnancy; 
however, death may occur at any time (Stander,'’ Jen- 
sen,'' Stromme and Kuder '*). Our figures corroborate 
those of Gorenberg and McGleary. 

It is an accepted fact that once a patient is in a decom- 
pensated state, she becomes a poor obstetrical risk 
(table 6). The more frequent the decompensation, how- 
ever mild, the greater the danger of cardiac death. In this 
series of 24 deaths, two patients had been in decom- 
pensated states before these pregnancies; one of the two 
died of bronchopneumonia complicating a severe pre- 


TABLE 6.—Previous Decompensation in 24 Maternal Deaths 


Previous decompensation, not recurring with this pregnancy..... 2 
Previous decompensation, recurring with this pregnancy.......... 6 
Decompensation for the first time with this pregnancy............ 4 


eclampsia, and the other entered the Cook County Hos- 
pital in shock from a ruptured ectopic pregnancy. She 
was operated on but failed to recover. At autopsy a 
hemorrhage from a vessel in the posterior portion of the 
right broad ligament, vegetative endocarditis of the 
median aortic leaflet and anemic infarcts of both kidneys 
were revealed. Six patients had been in a repeated de- 
compensated state during these pregnancies and died. 
Fourteen were in a decompensated state for the first 
time and died. Two records failed to reveal a past 
history of cardiac disease. It would seem from this series 
that cardiac decompensation in a pregnant woman is 
more serious than that in a nonpregnant woman. 

Since 92.6 per cent of our patients had symptoms of 
rheumatic heart disease, it is only natural that the compli- 
cations associated with this disease predominate as the 
most frequent cause of death. Accordingly, the presence 
of endocarditis was proved at autopsy in 15 cases, and 
in One case it was diagnosed clinically. There were five 
deaths attributed to acute failure of chronic rheumatic 


8. Oppel, T. W.: Congestive Heart Failure in Pregnancy, Am. J. Obst. 
& Gynec. 39: 24-32 Jan.) 1940. 

9. Gorenberg, H., and McGleary, J.: Rheumatic Heart Disease in Preg- 
nancy: Evaluation of History, J. M. Soc. New Jersey 37: 114-115 (March) 
1940. 

10. Stander, H.: Treatment of Heart Disease in Pregnancy, Am. J. Obst. 
& Gynec. 44: 714-722 (Oct.) 1942. 

11. Jensen, J.; Wegner, C.; Keys, E. H., Jr., and Smith, H. R.: Heart 
Disease and Pregnancy: 8 Years’ Experience, Am. J. Obst. & Gynec. 39: 
443-449 (March) 1940. 

12. Stromme, W. B., and Kuder, K.: Heart Disease in Pregnancy, Am. 
J. Obst. & Gynec. 52: 264-272 (Aug.) 1946. 
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heart. Auricular fibrillation was present in two patients; 
in One it was associated with rheumatic heart disease, 
and in the other it was associated with a fatal pulmonary 
embolus. 


MANAGEMENT OF THE PREGNANT PATIENT WITH 
CARDIAC DISEASE 

The management of the pregnant woman with cardiac 
disease should begin long before the onset of gestation. 
It should date back to the day of her initial illness. Mar- 
riage and pregnancy call for reevaluation of her cardiac 
functional capacity. The pregestational classification of 
her cardiac status offers a good index of what may be 
expected. 

During pregnancy a study should be made of the pa- 
tient’s functional capacity; she should then be classified 
in one of the four classes specified by the American 
Heart Association and her activities regulated accord- 
ingly. We utilize a dietary regimen which supplies food 
essentials and which at the same time avoids causing 
digestive distress. Usually it is low in caloric value, salt 
and fat, moderate in carbohydrate and high in protein. 
Every effort is made to keep the patient’s total weight 
gain at 20 pounds (9.1 Kg.) or less. 

The barbiturates are used freely in this group of 
patients. Digitalis is not employed routinely and quinidine 
seldom and only when indicated. Should digitalization 
appear necessary, the patient is hospitalized for study 
and treatment. 

Bed rest is encouraged. All patients are asked to rest 
one hour and preferably two each afternoon. They are 
instructed to sleep at least eight hours each night. Bed 
rest constitutes the most effective single therapeutic agent 
in the treatment of heart disease. One of us (J. E. F.) ' 
reported that absolute bed rest reduced the incidence of 
decompensation in pregnant patients with cardiac disease 
from 22.3 to 2.5 per cent. Gorenberg '* stated that abso- 
lute bed rest reduced the maternal mortality rate from 
3.5 per cent to 0.64 per cent. According to Claha,’* de- 
compensation during labor and the puerperal period 
occurs about five times as frequently in women who have 
inadequate bed rest as it does in those who have frequent 
and prolonged rest periods. 

Functional class 1 patients usually do not require hos- 
pital care until the onset of labor. Class 2 patients are 
admitted at the time of diagnosis and are hospitalized 
until they become class | and are then followed in the 
prenatal cardiac clinic. These patients are subsequently 
hospitalized one week before their expected date of de- 
livery. Class 3 and class 4 patients are admitted promptly 
for study and treatment. The patients with severe cardiac 
disease are hospitalized for the remainder of the gesta- 
tional and puerperal periods or until compensated. 

In our opinion the patient with cardiac disease may be 
safely delivered from below, if there is no obstetric con- 
traindication. The cardiac condition per se does not 
necessitate a cesarean section. On rare occasions, how- 
ever, surgical intervention may be necessary because of 
obstetrical complications. We do not agree with the con- 
tention that section is less hazardous to the damaged 
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heart than a well managed normal labor. Cesarean sec- 
tion adds the burden of laparotomy as well as its potential 
complications of ileus, sepsis, thrombosis and embolism. 
Gorenberg and McCleary '° have shown that the mor- 
bidity and mortality rates are higher when cesarean sec- 
tion is employed. Pregnant women with cardiac defects 
are exceedingly poor surgical risks. Therefore, when- 
ever possible, one should allow the baby to deliver 
through the natural and safest route, through the vagina. 

The cardiopath in labor requires constant vigilance, 
with particular attention devoted to pulse and respira- 
tion. Morphine or meperidine (demerol*) hydrochloride 
with scopolamine hydrobromide is used routinely. Digi- 
talis and oxygen are added if the pulse rate is over 110 
a minute and the respiratory rate is over 24. The second 
stage of labor is conducted so that it is as short as pos- 
sible, but at all times undue manipulations are avoided. 
A low forceps delivery is done as soon as obstetrical 
conditions are present. Pudendal block anesthesia and 
adequate episiotomy are routine. 

Care of the cardiopath does not cease with delivery. 
We have seen women deliver without difficulty and later 
show signs of decompensation. Sepsis is especially 
guarded against. Mild sedation is maintained, and longer 
periods of bed rest are required than for normal women. 
No patients are discharged until compensation is estab- 
lished. They are released with full instructions on dietary 
and therapeutic management and requested to report to 
the cardiac clinic two weeks after discharge for sub- 
sequent follow-up care and observation. 


SUMMARY 


1. The study covers the management of 704 mothers 
with organic heart disease out of a total of 55,938 women 
delivered of viable infants in an 11 year period at the 
Cook County Hospital. 


2. Of the 24 maternal deaths in cardiac patients re- 
viewed, only three patients had adequate antepartum 
care. 


3. The value of antepartum care in the pregnant 
cardiac patient is demonstrated. 


104 South Michigan Avenue (3). 


13. Gorenberg, H.: Rheumatic Heart Disease: A Controllable Compli- 
cation of Pregnancy, Am. J. Obst. & Gynec. 45: 835-840 (May) 1943. 

14. Claha, J.; Klein, M., and Greenstein, N.: Rheumatic Heart Disease 
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Med. 40 :1242-1247 (Aug. 15) 1940. 


Say Not Too Much, Speak It Gently.—Your conduct in the 
sick-room, in conversation with the patient or his friends, is a 
matter of very great importance to their welfare and to your 
own reputation. . . . Say not too much, speak it gently, and 
guard it cautiously. Always remember that words used before 
patients or their friends are like coppers given to children; you 
think little of them, but the children count them over and over, 
make all conceivable imaginary uses of them, and very likely 
change them into something or other which makes them sick, 
and causes you to be sent for to clean out the stomach you have 
sO unwittingly filled with trash; a task not so easy as it was to 
give them the means of filling it. The forming of a diagnosis, 
the utterance of a prognosis, and the laying down of a plan of 
treatment, all demand certain particular cautions.—Oliver Wen- 
dell Holmes, Currents and Counter Currents in Medical Science, 
Boston, Ticknor & Fields, 1861, p. 399. 
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PHYSIOLOGIC THERAPY FOR URINARY STRESS INCONTINENCE 


Arnold H. Kegel, M.D., Los Angeles 


Poor control of the bladder outlet is observed in 
approximately 5.5% of all adult women.' To the patient 
the condition is always embarrassing, often humiliating, 
and at times incapacitating. In the past patients with 
more advanced urinary stress incontinence were treated 
by surgical intervention, with results that were not 
always satisfactory. But little could be done for the great 
number of women with slight or moderate complaints. 
As operation is not indicated in such cases, temporizing 
procedures had to be applied that all too often resulted 
in dissatisfaction of patient and physician alike. In the 
meantime, however, it has been demonstrated that in the 
overwhelming majority of cases,” even with a history of 
childbirth injury, urinary stress incontinence is due to 
inherent weakness of the muscles surrounding bladder 
neck and vagina. This condition is amenable to correc- 
tion through reeducation of muscular function and 
resistive exercises that can be instituted as a simple office 
procedure. 

PHYSIOLOGIC CONSIDERATIONS 

The physiologic therapy of urinary stress incontinence 
was developed as the result of experience gathered in 
several thousand examinations carried out over a period 
of 14 years preceding 1946. These examinations of the 
pelvic outlet, however, differ in one important respect 
from the usual gynecologic investigation. Early in my 
studies it had become apparent that presence or absence 
of muscular function had an important bearing on the 
status of the pelvic outlet, and, accordingly, the degree 
of contraction that could be elicited through voluntary 
action was determined in every case. 

On the strength of such routine examinations for func- 
tion, it has been possible to establish the fact that in all 
patients suffering from simple urinary stress incontinence 
the voluntary muscles in the region of the vesical neck 
show evidence of loss of function and atrophy, often 
simulating a degree of paralysis. This impaired status 
of the neuromuscular structures can only in exceptional 
instances be traced to congenital anomalies or to disease 
of the spinal cord but is generally due to failure to de- 
velop a normal action pattern early in life. 

The process is most pronounced in the pubococcygeus 
muscle, which is the largest and strongest of the five 
diaphragms forming the pelvic floor.* Gainey ' reported 
atrophy of the levator group in 31% of 1,000 post- 
partum patients who had received excellent obstetric 
care. In a series of 300 patients suffering from various 
degrees of incontinence, I noted lack of function and 
atrophy of the pubococcygeus muscle in all, including 
24 nulliparous women and two patients who had been 
delivered by Caesarean section. It is obvious that in the 
latter instances lack of function cannot have been caused 
by injury of the genital hiatus. Also, when the early 
histories of 100 primiparae and multiparae with a com- 
plaint of urinary stress incontinence were closely studied, 
it was found that in at least 29 instances weak control 
of the bladder outlet had definitely existed prior to the 


birth of the first child. All this indicates that the condition 
described constitutes a distinct functional entity, which 
it is proposed to call the “syndrome of lack of awareness 
of function and coordination of the pubococcygeus 
muscle.” 

It is the predominant function of the bladder to collect 
and retain the urine, while the urethra acts primarily as 
a canal for emptying the bladder. In normal women the 
mechanism for holding urine in the bladder without con- 
scious effort and for voiding under voluntary control 
depends upon balanced reflexes of the neuromuscular 
tissues situated at the juncture of vesical neck and 
proximal urethra. Such balance of the reflexes is main- 
tained by the pubococcygeus muscle with its visceral 
extensions, which have been described in detail by Curtis 
and Anson.‘ Control of the bladder outiet, it is true, is not 
impaired in all women with faulty function of the 
pubococcygeus muscle. However, it has been established 
beyond any doubt that loss of function of the pubococcy- 
geus muscle is present in all women with true urinary 
stress incontinence. 

EXAMINATION 

Examination of patients for functional deficiencies of 
the muscles of the genital hiatus consists of observation, 
palpation, and measurement of the strength of contrac- 
tions. The patient is placed into the lithotomy position 
and requested to draw up, draw in, and retract the 
perineal muscles. Since many patients do not understand 
these instructions, they are asked to contract as though 
to check a bowel movement or stop the flow of urine. It 
is then observed whether this effort results in retraction 
of the perineum and, especially, of the meatus. 

One finger is introduced into the vagina, and its entire 
circumference is palpated, especially at the level of the 
middle third. The patient is instructed to repeat the con- 
tractions and also to contract the vaginal muscles upon 
the examining finger. The result of each single effort to 
contract is carefully noted, and it will be found that in 
about 60% of all women normal contractions occur. In 
more than 30% of women, however, no contractions, or 
only weak or delayed contractions, can be elicited in spite 
of diligent efforts. Patients with urinary stress incon- 
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tinence often remark that they had not known that volun- 
tary contraction of these muscles is possible. 

Lack of function of the pubococcygeus muscle is 
ordinarily accompanied with atrophy that becomes ap- 
parent to the palpating finger as marked roominess of the 
vagina in all directions, immediately within the introitus 
or at the level of the middle third of the vagina. Usually 
the walls are thin and bulging, show poor tone, and are 
freely movable, as if detached from their surrounding 
structures, conditions generally diagnosed as cystoure- 
throcele or moderate degrees of uterine prolapse. In pa- 
tients suffering from urinary stress incontinence, slight 
tensing or weak contractions of the pubococcygeus mus- 
cle may or may not be felt in the anterior quadrant of the 
vagina; however, even the slightest contractions elicited 
are of importance in physiologic therapy. Residual func- 
tion is most frequently observed in the posterior quadrant 
of the perineum and usually involves the superficial pil- 


The Perineometer, showing the resistance chamber in position, connected 
with a manometer for visual guidance in muscle education and resistive 
exercises of the pubococcygeus muscle. (Instruments for this study were 
supplied by the Perineometer Research Laboratory, Los Angeles 5.) 


lars of the levator ani. Contractions of the posterior plate 
of the levator sling may also be palpated behind the rectal 
pouch, and tensing of these muscles can often be traced 
to their origin in the os pubis. 

Further findings of prognostic importance include di- 
astasis of the pubococcygeus muscle as well as unilateral 
atrophy due to injury. 

The strength of contractions is estimated from the im- 
pression gained through palpation or is actually meas- 
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ured with the aid of the Perineometer (Figure). This 
instrument consists of a pneumatic resistance chamber to 
which a manometer designed to register the strength of 
contractions of the muscles surrounding the vagina is 
attached. In women with normal function of the pubo- 
coccygeus muscle the reading will amount to 30 to 
60 mm. Hg, while in patients with urinary stress inconti- 
nence muscular function is poor or absent, and the 
manometer registers a pressure of 0 to 5 mm. Hg. 

In order to obtain correct measurements, it is neces- 
sary that the patient confine her efforts at contractions 
only to the muscles in the region of perineum and vagina. 
Patients with lack of awareness of function of the pubo- 
coccygeus muscle will invariably try to substitute con- 
tractions of extraneous muscles, especially those of the 
abdominal wall and gluteal region. 


THERAPY 

Perusal of seven current textbooks on obstetrics and 
gynecology failed to reveal any mention of active exer- 
cises for the relief of urinary stress incontinence. Miller ° 
has advocated teaching women to tense their sphincter 
mechanisms in order to prevent urinary stress incon- 
tinence in later life. According to Davies,® patients with 
urinary stress incontinence who present no gross ana- 
tomical injuries should be trained to develop the volun- 
tary muscles of the urethra by interrupting the urinary 
stream during the act of voiding and through contrac- 
tions during coitus. The crucial importance of the 
pubococcygeus muscle, however, has not been fully 
appreciated, and the therapeutic method described in the 
following is, as far as is known, the first attempt to train 
this muscle specifically in order to improve sphincteric 
function of the vagina and bladder outlet. 

Physiologic therapy is divided into two phases: muscle 
education and resistive exercise.’ The only way in which 
a patient can become aware of her ability to contract 
muscles that she has never before used voluntarily is 
through association with other muscular functions in the 
neighborhood of the pubococcygeus muscle, which are 
already under conscious control. While the palpating fin- 
ger is over the pillars of the pubococcygeus, the patient 
is requested to contract the muscles of which she is cogni- 
zant, and a tensing of the pillars may be felt in most cases 
on exertion of strong efforts as though to stop a bowel 
movement, to stop the flow of urine, to retract the peri- 
neum, or to squeeze the palpating finger. It is made cer- 
tain that the patient understands clearly which specific 
effort leads to tensing of the pubococcygeus, and she is 
instructed to repeat exclusively these contractions. In the 
course of frequent repetitions of these efforts over a 
period of weeks, the strength of contractions will increase 
and the patient will establish conscious control of the 
pubococcygeus muscle. The procedure may be compared 
with the effort to teach a left-handed person to use the 
right hand, or, for that matter, to teach wiggling of the 
ears with the aid of a mirror. 

While voluntary contractions alone will increase the 
strength and improve the function of the major compo- 
nents of the levator sling, they have little effect upon the 
extensions of the pubococcygeus muscle, which interdigi- 
tate and insert into the intrinsic musculature of the walls 
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of the proximal urethra and middle third of the vagina. 
These small fibers, however, which evidently are closely 
related to the sphincteric mechanisms of the bladder 
neck and its functions, must be exercised through con- 
tractions extending over the entire circumference of the 
vagina. It is the purpose of the Perineometer, the main 
part of which consists of a resistance chamber of ana- 
tomic conformity, to serve as the object against which 
such squeezing contractions of all vaginal muscles can be 
exerted. Both muscle education and resistive exercises 
are facilitated through visual control of the effort exerted, 
and for this purpose a calibrated manometer has been 
attached to the cylindrical diaphragm. 

After the physician has made sure that the patient con- 
tracts the correct muscles and understands how to use 
the Perineometer, she is instructed to maintain a routine 
of adequate exercises—20 min. three times daily, or a 
total of 300 contractions. A weekly check of the patient’s 
efforts is essential; in the beginning of therapy the major- 
ity of patients are, as a rule, not using the right muscles 
and, therefore, need careful reinstruction. It is, further- 
more, highly important that undue fatigue be avoided. 


CLINICAL COURSE AND RESULTS 

The clinical course and results of therapy * vary in two 
groups of patients. In urinary stress incontinence of the 
simple type, i. e., in cases in which partial control exists 
and the patient becomes incontinent only with coughing, 
sneezing, or straining, prompt improvement, usually in 
a few weeks, is the rule, while complete relief is observed 
after six to eight weeks. Urinary stress incontinence of 
the simple type is very frequent, and in the present series 
of over 500 cases more than 75% of all patients belonged 
in this category. In the past such women tolerated this 
annoying and embarrassing condition, with all its pos- 
sible undesirable psychological effects, because they felt 
that it was not serious enough to warrant surgical inter- 
vention. With the introduction of physiologic therapy, a 
quick, reliable, and conservative method of treatment has 
been developed for a condition for which no suitable 
therapy had existed heretofore. 

A different type of response was noted in women with 
incapacitating urinary stress incontinence of a degree that 
in the past had been usually treated by surgical interven- 
tion. Most of these patients had for many years worn 
pads to absorb the urine and had practically lost their 
normal reflexes of urination. In this subgroup of 146 
cases, furthermore, 66 women had been subjected to 
surgical measures involving the anterior vaginal wall, and 
these same patients had additionally undergone 60 major 
pelvic operations. In spite of this, complete relief was ob- 
tained by means of physiologic therapy alone in 84% of 
all instances. The remaining 16% with partial relief or 
failure included patients with such complicating factors 
as multiple surgical failures, senility, diabetes, obesity, 
and mental deficiency. True stress incontinence is dis- 
tinguished from incontinence due to neurological disease 
and urge incontinence traceable to upper urinary tract 
lesions. 

Ordinarily it proved difficult to teach women with in- 
capacitating urinary stress incontinence awareness of 
function of the pubococcygeus muscle, and in some in- 
stances various methods of instruction had to be em- 
ployed over a year’s time before voluntary contractions 
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of the muscle could be established. In those patients who 
had undergone radical surgical procedures in the region 
of the urethra, resistive exercises had to be continued for 
a longer time before symptomatic improvement could be 
observed, and in some instances the result remained in- 
complete. In all types of urinary stress incontinence, 
however, full and lasting relief may be expected only if 
the patient does not stop resistive exercises as soon as the 
first improvement is noted, but continues with the same 
diligence until not only function has been restored but a 
strengthening of the supportive and sphincteric structures 
becomes palpable. Such restoration of tone and function 
in muscles of the pelvic outlet is comparable with the re- 
sults observed in other neuromusculofascial structures 
after specific active exercises. 

In this brief presentation of physiologic therapy for the 
treatment of urinary stress incontinence, it was obviously 
not possible to touch upon all aspects of the complex 
subject. It should, however, be mentioned that in the 
treatment of “symptomatic cystocele” urinary stress in- 
continence is first relieved by physiologic therapy and 
the cystourethrocele is repaired subsequently. Contra- 
indications for physiologic therapy are negligible, and in 
no instance was the condition aggravated; some of the 
most gratifying results were obtained in debilitated 
women in the eighth decade of life. The most important 
application of the new method may be prophylactic 
treatment of women with poor function of the pubo- 
coccygeus muscle, especially in the prepartum and post- 
partum periods, and also before and after all types of 
plastic operations involving the sphincteric and suppor- 
tive structures of the pelvic outlet.” 

Initial results of this therapeutic plan are so encourag- 
ing that examination for function of the pelvic muscles is 
recommended as a routine procedure in all obstetrical 
and gynecologic patients. 


SUMMARY 


The physiologic therapy of urinary stress incontinence 
is a simple and reliably successful office procedure, 
especially useful for early and moderately advanced 
cases for which no suitable conservative treatment has 
existed up to now. 

In women with true urinary stress incontinence the 
muscles of the region of the vesical neck show evidence 
of loss of function and atrophy. The pubococcygeus 
muscle possesses visceral extensions that interdigitate 
with the musculature of the bladder neck. Tone and 
function of the muscles of the pelvic outlet can be re- 
stored through muscle education and active exercises of 
the pubococcygeus muscle. 

Examination and active exercises are facilitated by 
the use of a specially devised instrument, the Perine- 
ometer. 

In a series of more than 500 patients continence was 
restored in 84%. In 70% urinary stress incontinence 
was of the simple type, the remaining cases being com- 
plicated by various factors. 
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METACHRONOUS CARCINOMAS OF THE COLON 


Fred W. Rankin, M.D. 


and 


A. B. Conger Jr., M.D., Lexington, Ky. 


Metachronous cancers of the large bowel are unique 
enough in occurrence to be considered almost bizarre. 
Ewing and Boyd, among others, formerly believed that 
One carcinoma developing in a person conferred a certain 
immunity that prevented another primary carcinoma 
from developing, in contradistinction to a recurrence ora 
distant metastasis. As late as 1930, Lockhart-Mummery * 
stated that there seemed to be sufficient clinical evi- 
dence to support the belief that one malignant growth 
inhibited the development of a second malignant lesion. 
However, more recently, with the increasing number of 
reports * of multiple cancers occurring simultaneously 
(synchronous carcinomas) and with an interval of time 
between (metachronous carcinmas), an almost diamet- 
rically opposite opinion has been thought to be correct. 
Indeed, Brindley * has gone so far as to state that “a pa- 
tient with one cancer is a good subject for the develop- 
ment of a second, and is more susceptible than one who 
is cancer-free.” 

In 1945 Berson and Berger ** collected from the litera- 
ture 66 cases with two, and six cases with three, cancers 
of the large intestine, to which group they added 13 
cases of two cancers and three cases of three malignant 
growths of the colon. This is strong evidence to support 
the thesis that the polyps that appear in many colons 
are the basic factors in cancers of this portion of the ali- 
mentary canal. 

Synchronous cancers have been relatively common in 
our experience, particularly in the group of cases termed 
“familial polyposis.” With the increasing development of 
diagnostic facilities and a better understanding of the 
pathology involved, it is not rare to find more than one 
malignancy in the large bowel. The corollary of this 
statement seems obvious: namely, that one should sus- 
pect multiple malignancies and should at least examine 
the rectum and entire colon prior to an operation for 
cancer of the lower portion of the gastrointestinal canal. 
Usually, one does not give a barium sulfate enema to a 
patient with cancer of the rectum. Experience has taught 
us, however, that the use of the enema before examina- 
tion should be routine, except when one fears the pro- 
‘duction of an acute intestinal obstruction by the opaque 
medium. 

There seems little reason for the surgeon to overlook 
a second synchronous lesion at operation, and yet this 
does happen, as is pointed out by Berson and Berger,”* 
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who remark, “Unquestionably, many poor results (in the 
treatment of carcinoma of the large intestine) can be 
attributed to the fact that a second lesion was missed,” 
and by Norbury,* who suggests that a number of cases 
of so-called recurrence after operation are really due to 
the presence of another primary lesion. Warren * has 
estimated that the incidence of multiple primary malig- 
nancies may be as high as 6 per cent, and we are inclined 
to agree with him after considerable experience in this 
field. 

Our interest in metachronous malignancies has been 
stimulated by the fact that we have had, in the past few 
years, seven patients who have undergone second opera- 
tions for carcinoma of the large bowel a number of years 
after removal of a primary carcinoma of either the rec- 
tum or the colon. A review of these cases follows. 


REPORT OF CASES 


Case 1.—W. F. M., a 49 year old white man, was operated 
on by one of us (F. W. R.) at the Mayo Clinic on May 30, i930, 
for a carcinoma of the sigmoid. An obstructive resection was 
done. The pathologist’s diagnosis was grade | papillary adeno- 
carcinoma with perisigmoiditis and abscess formation without 
glandular involvement. The patient was perfectly well for 19 
years but was admitted to St. Joseph Hospital, Lexington, on 
Sept. 23, 1949, with a history of pains in the right side for 10 
days. At operation, a large carcinoma was found at the hepatic 
flexure. The pathological diagnosis was adenocarcinoma and 
papilliferous mucoid carcinoma, grade 2, in the right colon, with 
extension into the surrounding fat but without involvement of 
the lymph nodes. The postoperative course was uneventful, and 
the patient has been well since. 

Case 2.—P. S., a 47 year old white man, was operated on for 
carcinoma by one of us (F. W. R.) on Dec. 18, 1931, at the Mayo 
Clinic. The pathologist’s diagnosis was grade 1 papillary adeno- 
carcinoma of the rectosigmoid. No glandular involvement was 
found. A combined abdominoperineal resection was done. The 
patient was well for 15 years but was admitted to St. Joseph Hos- 
pital on Sept. 26, 1946, with a history of mild abdominal dis- 
comfort for 18 months. At operation a carcinoma of the cecum 
was found and removed. The pathologist’s diagnosis was large 
adenocarcinoma of the cecum, grade 2, without glandular in- 
volvement. The patient is well at the present time. 


Case 3.—A. F. T., a 55 year old white physician was ad- 
mitted to St. Joseph Hospital on Jan. 31, 1942, and a combined 
abdominoperineal resection was done for an adenocarcinoma, 
grade 2, in the rectum, without glandular involvement. The 
patient was well for seven and one-half years. 

On Nov. 22, 1949, while irrigating his single barrel 
colostomy stoma, he noted a moderate quantity of bright red 
blood. Examination of the colon after a barium sulfate enema, 
on November 25, revealed a filling defect in the cecum. On De- 
cember 2, Dr. A. S. Graham performed a hemicolectomy around 
to the middle of the transverse colon and reestablished the con- 
tinuity of the bowel. The pathologist's diagnosis was colloid 
adenocarcinoma of the cecum, grade 3. The patient is well at 
present. 

Case 4.—W. B., a 46 year old white male teacher, was oper- 
ated on at St. Joseph Hospital by one of us (F. W. R.) in De- 
cember 1940. An abdominoperineal resection of the rectum was 
done for an adenocarcinoma, grade 3, without glandular 
involvement. 

The patient was well for nine years but was readmitted on 
Sept. 7, 1949 with a history of occasional bleeding from the 
colostomy stoma for three months before admission. At opera- 
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tion about 30 cm. of colon proximal to the stoma was resected. 
The pathologist’s diagnosis was adenocarcinoma of the colon, 
grade 2, without glandular involvement. The patient is well at 
present. 

Case 5.—S. R., a 50 year old housewife, was first admitted 
on May 3, 1948, to St. Joseph Hospital, where a combined 
abdominoperineal resection was done for a grade 2 adenocar- 
cinoma of the rectum without glandular metastases. The patient 
was well for approximately two years. 

She was readmitted on Feb. 15, 1950, with a history of severe 
constipation and the discharge of bright red blood during the 
previous few weeks. At operation a resection of bowel proximal 
to the stoma was done for a large adenocarcinoma of the de- 
scending colon, grade 4, without glandular metastasis. 

CasE 6.—J. M., a 61 year old white man, was first admitted 
to St. Joseph Hospital on July 4, 1935, when a combined ab- 
dominoperineal resection was done for a grade 2 adenocar- 
cinoma of the rectum. Three polyps were found in the specimen 
in addition to the carcinoma, but there was no glandular 
involvement. 

The patient was well for 15 years but was readmitted on Jan. 
11, 1950, with a history of constipation and bleeding from the 
colostomy stoma. At operation a segment of large intestine 
proximal to the site of the colostomy was removed. It contained 
a large grade 2 adenocarcinoma from the midportion of the 
transverse colon and a grade 1 adenocarcinoma in the descend- 
ing colon, in addition to many adenomatous polyps of the 
mucosa, without glandular involvement. The patient is well at 
the present time. 

Case 7.—H. T. L., a 42 year old white man, was operated on 
at St. Joseph Hospital by one of us (F. W. R.) in 1933 for car- 
cinoma of the rectum. A one stage combined abdominoperineal 
resection was done. The pathologist’s diagnosis was adenocar- 
cinoma, grade 2, and polyposis of the rectum, without glandular 
metastasis. 

The patient was perfectly well for 13 years and did not come 
in for follow-up study during this time. He was readmitted on 
April 27, 1948, with a history of some prolapse of the colostomy 
stoma for four or five years and a visible growth on the pro- 
lapsed mucosa. On April 30, a portion of large bowel proximal 
to the stoma was resected, with the specimen showing extensive 
polyposis in the segment of-colon with some polyps showing 
precancerous hyperplasia. An examination after a barium sulfate 
enema previous to operation had shown no other polyps, but 
six months later a repeat examination showed multiple polyps 
in the cecum. On Jan. 21, 1949, a resection of the remainder of 
the colon was done for multiple carcinomas ® of the right colon 
and cecum, grade 2, with local metastasis. 


COMMENT 


In every case of multiple carcinoma, there is always 
some question as to whether the second carcinoma is a 
new carcinoma, a metastasis or a recurrence of the old 
one. When Billroth made the first report of multiple 
carcinomas, in 1889," he set forth some postulates which 
he thought must be fulfilled before multiple carcinomas 
could be identified as independent lesions. They are, 
briefly, as follows: (1) The two growths should differ 
histologically; (2) Each growth must spring from its par- 
ent epithelium, and (3) Each growth must be regarded 
as responsible for its own group of metastases. Actually, 
it is impossible for these postulates to be fulfilled in a liv- 
ing patient with two carcinomas of the large bowel, 
neither of which has metastasized, and Bunting * made 
the statement that, in his opinion, these posulates were 
meant to apply only to malignant growths arising in 
different organs. In 1932, Warren and Gates ° broadened 
the original postulates as follows: “Each of the tumors 
must present a definite picture of malignancy, each must 
be distinct, and the possibility of one being a metastasis 
of the other must be excluded.” 
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In the cases presented above, each tumor was malig- 
nant, each was distinct and, as best we know, the possi- 
bility of one being a metastasis of the other has been 
excluded. Time must be of some importance in this 
instance, and the fact that these patients were completely 
well for periods of 2, 7, 9, 12, 15 * and 17 years should 
be of considerable significance, as should be the fact that 
no other metastases were found at operation or have 
been discovered so far. This latter helps to fulfil the 
fourth postulate added by Mercanton,° in 1893, to Bill- 
roth’s original three. He believed that “if, after removal 
of the two carcinomas, the patient remains free from the 
disease, the two growths must have been independent 
else there should have been other metastases.” However, 
too little time has passed since the removal of the second 
carcinoma for this judgment to apply to our six living 
patients. Suffice it to say that, with the evidence we have, 
the second carcinomas were new carcinomas and not 
recurrences or metastases of the original lesions. 

Discussions and theories on the etiological factors of 
cancer of the large bowel are always interesting and fre- 
quently productive, and the exciting work now being 
carried out by Craigie *° in England brings the virus 
hypothesis once again into the foreground. Andrewes '' 
has recently made these comments: 

We have noted, in considering viruses of many kinds, how 
often a virus latently infects its host until a jolt to the virus cell 
equilibrium brings about visible disease. We have seen how 
transmissability of a virus, ability to infect the cells, is a varying 
property that may or may not be present. We have found that 
virus infection may begin in utero and possibly be transmitted 
in the germ plasma. Finally, viruse$ are capable of great feats 
in the way of variation and adaptation, and they can also cause 
cell proliferation. We have, therefore, no grounds for maintain- 
ing that viruses cannot cause cancer because viruses do not have 
the qualities necessary to act the part. We need not find it diffi- 
cult to believe in viruses that are almost ubiquitous, normally 
cause no visible disease, are transmitted in earliest days of life 
and only in certain circumstances sustain a jolt that causes them 
to give rise to new growths. 

Certainly this idea answers some questions and is 
reasonable, but a great amount of work needs to be done 
before one is justified in accepting it. 

At the present, we feel justified in making this state- 
ment: Most carcinomas of the large bowel originate in 
polyps or have polyps as their earliest manifestations. 
In case 7 presented above, it was apparent from the 
beginning that the patient had multiple polyposis. He 
refused to come in for follow-up visits until he had 
carcinoma in several of his polyps some 15 years later. 
His father died of “bowel trouble” at the age of 65. No 
other member of his family has ever had a known malig- 
nancy. However, this patient could presumably be in- 
cluded in the class of persons with so-called congenital 
polyposis.'* The other six cases are most easily explained 
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by saying that these patients were “polyp formers” and 
that a second polyp was present at the time of the original 
operation or developed later, eventually becoming malig- 
nant. 

Buie '* has recently stated that “probably 12 to 14 
per cent of persons more than 40 years of age have polyps 
of the colon. One of every 10 persons in this age group 
has a polyp which can be discovered on proctoscopic 
examination, and all polyps of the colon are carcinomas 
or will become carcinomas if they are not destroyed and 
if the patient lives long enough.” 

Experience with these cases, six of which have come 
to our attention in the last two years, as well as the litera- 
ture, indicate that in every patient who has one cancer 
of the large intestine a second malignancy may develop 
many years after the first one. 

We believe strongly that every patient who has had 
a successful removal of a carcinoma of the colon should 
be seen at least every six months to a year thereafter for 
the rest of his life. This has been emphasized by several 
authors,** but it cannot be reiterated too often. At each 
follow-up visit, a proctoscopic examination and an ex- 
amination after a barium sulfate enema should be done, 
in addition to the usual check for metastases. The procto- 
scopic examination should be done through the colos- 
tomy stoma if the rectum has been removed. A double 
contrast study for polyps not visible at proctoscopy 
should be done at the time of the examination after a 
barium sulfate enema. The tannic acid technic, as re- 
ported by Wyatt and his colleagues '* at the meeting of 
the American Roentgen’ Ray Society in Cincinnati, Oc- 
tober 1949, has been found helpful in showing polyps. 
In a painstaking search for these, every advantage should 
be utilized. 
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It has been our experience that an adequate exami- 
nation after a barium sulfate enema cannot be done on 
the same day as a proctoscopic examination, unless there 
are a fairly long interval and several enemas between the 
two examinations to remove air put in by the procto- 
scope. In all, the patient spends only two full days in the 
hospital each six months unless a lesion is found. This 
is a small price to pay for continued life and health. If 
a polyp or new growth is found, obviously it should be 
radically and rapidly treated. 


SUMMARY AND CONCLUSIONS 

Seven cases of new carcinoma of the large intestine 
following resection done two to 18 years previously are 
reported. The following points are emphasized in the 
comment regarding these cases: 

1. The patients in the cases presented vtwuy had 
metachronous carcinomas rather than recurrences or 
metastases. 

2. The incidence of multiple primary malignancies is 
much higher than is generally realized. 

3. We believe that a patient with one cancer is a good 
subject for the development of a second and may be 
more susceptible than one who is cancer-free. 

4. Suggestions are made regarding follow-up exami- 
nations of patients with carcinoma of the large intestine. 
For the rest of the patient’s life, an adequate procto- 
scopic examination and a roentgen examination after a 
barium sulfate enema should be done at regular intervals 
of six months to one year. 
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PNEUMOPERITONEUM IN THE 


STUDY OF PELVIC STRUCTURES 


J. R. Maxfield Jr..M.D., Dallas, Texas 


Pneumoperitoneum is a simple and relatively harmless 
procedure. Since Alvarez ' introduced the use of carbon 
dioxide, in 1921, as the gas for pneumoperitoneum, many 
hundreds of pneumoperitoneum studies have been made 
throughout this country with but few untoward effects. 

As a means of roentgenologic diagnosis, pneumoperi- 
toneum was proclaimed by Case ° in 1921 to be one of 
the instances of roentgenologic progress. He called this 
procedure “the most brilliant diagnostic accomplish- 
ment in the last five or six years of roentgenological de- 
velopment.” 

Excellent scientific papers by Stewart and Stein,’ Stein 
and Arens,* Lewis,’ Sante,® Faulkner,’ Stein,* Peterson,’ 
Martin,'” Rubin '' and others have not been able to 
popularize this excellent diagnostic procedure. 

There is still considerable hesitancy on the part of 
radiologists to develop pneumoperitoneum as a part of 
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their diagnostic procedures. Perhaps this is due to the 
fact that the contraindications and dangers of induced 
pneumoperitoneum have been overemphasized. There 
should be no real danger from this technic in the hands 
of capable radiologists. The technical features of produc- 
ing pneumoperitoneum have been thoroughly covered by 
Stewart and Stein,* Lewis,’ Rubin,’! Decker,'* Maxfield 
and Mcllwain,'* and others. Use of carbon dioxide as the 
gas for distending the abdomen eliminates the danger of 
air embolism. The only real contraindications seem to 
be definite cardiac insufficiency and acute infections. 
Elevation of the diaphragm by pneumoperitoneum might 
impose an additional load on an overburdened heart and 
might thus prove disastrous. The activation of acute in- 
fection seems unlikely but might conceivably occur. In 
our clinic we have used pneumoperitoneum without any 
evidence of trouble in cases of chronic peritonitis, sub- 
diaphragmatic abscess, pelvic inflammatory disease, 
chronic bacterial endocarditis and bilateral pleura ef- 
fusion. 


Pneumoperitoneum should be available in all leading 
roentgenological departments. This will require the en- 
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dorsement of the roentgenologist, surgeon, internist and 
gynecologist. It should not be used in lieu of other diag- 
nostic measures; rather, it should be used in conjunction 
with other clinical and laboratory procedures in those 
cases in which the diagnosis is obscure. It may confirm 
clinical impressions when other data are not sufficient for 
clearcut diagnosis, or it may completely change the clini- 
cal impressions. 

Pneumoperitoneum is an accurate method of diagnosis 
enabling the radiologist to study the size, shape and 
position of liver, spleen, kidneys and pelvic viscera, to 
determine the presence, extent or absence of abdominal 
or pelvic adhesions, to study the pelvis, abdomen and 
retroperitoneal areas for presence of masses or tumor 
implants and to identify intrauterine or abdominal preg- 
nancy. 

It has long been known that accurate information can 
be obtained in this manner that is not available by other 
diagnostic means. 


f Ta 


Fig. 1.—Roentgenogram showing enlarged right ovary and absence of 
left ovary. The uterus and bladder are adherent. 


Stein has long been an ardent advocate of pneumo- 
peritoneum in the study of pelvic structures. In his scien- 
tific presentations during the past 30 years, he has re- 
peatedly written “that no test is so valuable as the 
transabdominal pneumoperitoneum.” It is surprising that 
this procedure is not more widely used by the leading 
gynecologists and radiologists in the larger centers. Stein 
has mentioned that most of these patients are first seen 
by the gynecologist, and that the gynecologist does not 
feel the need for roentgenographic corroboration because, 
as a rule, he is satisfied with a diagnosis achieved by 
means of a history, speculum and bimanual exammation. 

The purpose of this paper is again to call the attention 
of the radiologists and gynecologists to the value of pneu- 
moperitoneum. This can best be done by the presentation 
of case reports; these will follow a brief discussion of a 
few points on preparation of the patient and on the 
technic. 

I feel that it is important to prepare the patient by 
explaining to her the procedure that she will go through 
and the sensations she will encounter during the exami- 
nation. I have found little psychic trauma to patients. 
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Most of them are cooperative and have not resisted repe- 
tition of the procedure when it was necessary. 

Further, the use of pentobarbital (nembutal*) or seco- 
barbital (seconal*), 142 grains (0.10 Gm.), one hour 
before the procedure and the use of methadon hydro- 
chloride, 10 mg., with atropine, 1/150 grain (0.40 mg.), 
15 minutes before the start of the procedure adequately 
prepares the patient. 

The simplicity of the apparatus with which pneumo- 
peritoneum is induced and the technic of the process have 
been thoroughly described in previous papers by many 
authors. I claim no originality for the method used in 
pneumoperitoneum. The use of a blunt 18 or 20 gage 
spinal needle is the best means of penetrating the anterior 
abdominal wall. Most authors agree that the ideal site 
for penetrating the anterior abdominal wall is 1 inch 
(2.5 cm.) below and 1 inch to the left of the umbilicus. 
There are surprisingly few times when this space is not 
clear and easy to penetrate. For patients who have had 
numerous operations or in whom there is a history of 
peritonitis, with the possibility of adhesions to the anterior 
abdominal wall, I prefer to make the puncture with the 
patient lying down on her left side so that the needle 
can be put through the right lateral abdominal wall over 
the liver. In this way the possibility of damage to the 
bowel structure can be eliminated. The natural falling 
away from the chest and the abdominal wall of the 
heavier structures in the abdomen and the position of the 
bowel below it make it almost impossible to cause any 
damage. Once the needle is free in the abdominal cavity, 
2,000 cc. of carbon dioxide is injected, and the films are 
taken immediately on withdrawal of the needle. 

The first case to be reported illustrates the informa- 
tion made available by this method. 


Case 1.—Mrs. I. M. C., aged 30, gave a history of an opera- 
tion in 1944 with left salpingo-oophorec tomy, appendectomy 
and uterine suspension. Since that time she had had trouble with 
her bladder. Her present complaint was pain in the right lower 


2. Case, J. T.: Review of 3 Years’ Work pend Articles on Pneumo- 
peritoneum, Am. J. Roentgenol. 8: 714 (Dec.) 192 

3. Stewart, W. H., and Stein, A.: Roentgen “sag Study of Abdominal 
Organs Following Oxygen Inflation of Peritoneal Cavity, Am. J. Roent- 
genol. 6: 533 (Nov.) 1919. 

4. Stein, I. F., and Arens, R. A.: Pneumoperitoneum in Gynecology, 
Radiology 7: 326 (Oct.) 1926. 

5. Lewis, B. O.: Simplified Apparatus for Induction of Pneumoperi- 
toneum, Am. J. M. Sc. 211: 84 (Jan.) 1946. 

6. Sante, L. R.: Present Status of Pneumoperitoneum as Aid in Radio- 
logical Diagnosis of Abdominal Lesions, Southwestern Med. 11: 529 
(Dec.) 1927; Pneumoperitoneum as Aid in Pelvic Irradiation of Carcinoma 
of Cervix, Am. J. Roentgenol. 46: 689 (Nov.) 1941, 

7. Faulkner, W. B., Jr.: Diaphragmatic Hernia and Eventration: Use 
of Pneumothorax in Differential Diagnosis, Am. J. Roentgenol. 45: 72 
(Jan.) 1941, 

8. Stein, I. F.: Eight Years’ Experience with Roentgen Diagnosis in 
Gynecology; Pneumoperitoneum and Lipiodol in Pelvic Diagnosis, Am. J. 
Obst. & Gynec. 21:671 (May) 1931; Why Pneumoperitoneum? Radiology 
28: 391 (April) 1937; Gynecography, in Davis, C. H.: Gynecology and 
Obstetrics, Hagerstown, Md., W. F. Prior Company, Inc., 1934, vol. 3, 
chap. 3, p. 1; Gynecography in Diagnosis of Ovarian Disorders, in Sos- 
kin, S.: Progress in Clinical Endocrinology, New York, Grune & Stratton, 
Inc., 1950, pp. 374 and 382. 

9. Peterson, R.: Value of Pneumoperitoneal Roentgenography in Ob- 
stetrics and Gynecology, J. A. M. A. 78: 397 (Feb. 11) 1922. 

10. Martin, C. L.: Roentgenologic Studies of Liver and Spleen, Am. J. 
Roentgenol. 37: 633 (May) 1937. 

11. Rubin, I. C.: Subphrenic Pneumoperitoneum, Produced by Intra- 
Uterine Insufflation of Oxygen as Test of Patency of Fallopian Tubes 
in Sterility and in Allied Gynecological Conditions, Am. J. Roentgenol. 
120 (March) 1921. 

12. Decker, A.: Artificial Pneumoperitoneum by Cul-de-Sac Puncture: 
New Technique for Pelvic Pneumograms, New York State J. Med. 46: 
314 (Feb. 1) 1946. 

13. Maxfield, J. R., Jr., and Mcllwain, A. J.: Diagnostic Value of 
Pneumoperitoneum, Radiology 42: 346 (April) 1944. 
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quadrant, usually dull but sometimes sharp. She was not sure 
about aggravation of pain at menstrual periods, which were 
fairly regular and of heavy flow. She complained of premenstrual 
tension for three to four days before her period. Recently she 
had complained of a heavy feeling in the right lower quadrant, 
with dizziness. Pelvic examination revealed a small cervix, 
scarred, without evidence of a break in the mucosa. The uterus 
was twice its normal size, held up by suspension and deviated 
to the right with fibroids. Physical examination showed her to be 
otherwise normal. 

Pneumoperitoneum revealed a large right ovary (fig. 1) and 
a uterus 1.5 times the normal size and bound tightly to the 
urinary bladder. The surgeon reexamined the patient and still 
insisted that a fibroid uterus accounted for shadows seen on 
pneumoperitoneum. At the operation a chocolate cyst of the right 
ovary was found, approximately 10 cm. in diameter. The uterus 


Fig. 2.—Films of patient’s pelvis showing uterus depressing bladder. 
There are no demonstrable soft tissue masses in lateral portion of pelvis. 


was slightly enlarged, with the fundus adherent to the peri- 
toneum of the anterior abdominal wall; this condition was appar- 
ently the result of an old operation. 


Case 2.—Mrs. J. S., aged 45, was treated in August 1948 for 
grade IV epidermoid carcinoma of the cervix, League of Nations 
stage III. The immediate result following radium and roentgen 
therapy was good, and the patient was symptom free until Octo- 
ber 1949, when she began to have painless swelling of the left 
leg. Examination of the left leg showed it to be twice the size 
of the right one. No evidence of lymphadenopathy could be 
found in the inguinal region, and no venous thrombosis was 
present. Pelvic examination revealed a thick left broad ligament 
with extensive fibrosis, but no nodular mass could be found. 
Rectal examination revealed essentially the same findings. The 
anterior and posterior pelvic portals showed the evidence of 
previous radiation treatment usually seen in patients treated in 
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this manner. The point in question was whether this was due to 
radiation fibrosis or due to an active tumor causing obstruction 
to the leg. Survey films of the chest, abdomen and pelvis and an 
intravenous pyelogram (figs. 2 and 3) revealed no demonstrable 


Fig. 3.— Intravenous pyelogram giving indication of normal kidney 
function. Ureters are normal, without displacement or dilatation. The 
uterus depresses dome of well filled bladder. There is no evidence of soft 
tissue massés in the lateral portion of the pelvis. 


Fig. 4.—Pneumoperitoneum shows normal right side of pelvis. The 
uterus is slightly enlarged and drawn to the left. There is a nodular 
mass in the left side of the pelvis indicating carcinoma metastasis, 
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pathological changes in soft tissue or bony structures. Pneu- 
moperitoneum (fig. 4) revealed the right side of the pelvis to be 
normal. The left side showed a nodular mass of tissue indicating 
a tumor growing in the lymph nodes and causing obstruction to 
the lymphatics of the left leg. As a result of this information, 
further intense roentgen therapy was given, and the swelling 
promptly disappeared. 


These are only two cases from the series that I have 
been privileged to examine, but they indicate the impor- 
tance of the information that this procedure will pro- 
duce. 

SUMMARY 

In summary, I feel that pneumoperitoneum offers a 
method of determining the size, shape and position of 
pelvic structures so that accurate evaluation of clinical 
information can be made. This is an accurate method of 
determining intrauterine or ectopic pregnancy without 
interrupting the pregnancy. This is a method for evalu- 
ating progress and determining treatment of patients 
with malignant disease in the pelvic structures. 

Pneumoperitoneum should be more widely used as a 
diagnostic aid in the leading centers of this country. 


ABSTRACT OF DISCUSSION 


Dr. JOHN O’SULLIVAN, Melbourne, Australia: How much air 
does Dr. Maxfield inject? 


Dr. FRANK J. RiGos, Tacoma, Wash.: What position does he 
use for the roentgen examination? 

Dr. J. MaurICcE Rosinson, San Francisco, Cal.: I should like 
to ask whether he uses carbon dioxide instead of air. 


Dr. J. R. MAXFIELD Jr., Dallas, Texas: I apparently left out 
more than I should have on the subject of technic. These technics 
have been described in several papers. The amount of carbon 
dioxide (and that is the gas that should be used in all of these, 
because one can eliminate the possibility of danger by using 
carbon dioxide) is approximately 2,000 cc. This does not cause 
undue discomfort to the patient. A patient who has marked 
ascites, in which there has been the previous removal of fluid, 
will tolerate 4,000 or 5,000 cc. without difficulty. The positions 
that I use routinely for pelvic structure study are the right lateral 
decubitus and the left lateral decubitus, with the head down at 
a Trendelenburg position of 15 degrees. The patient is then 
turned to the prone position, with the table inclined to 45 degrees 
and the beam inclined downward through the pelvic strait, so 
that the patient’s pelvis is up, the head is down and the beam 
goes through at an angle to outline pelvic structures. In this 
position the structures seem to have the gas around them for 
the best contrast. Dr. Irving Stein, in his numerous writings, has 
described the technic in which a knee-chest position is used. A 
special table has been made so that the patient can actually be 
in a knee-chest position in which the pneumogram of the pelvis 
can be taken. However, I feel that one should encourage the 
use Of pneumoperitoneum in the general radiological labora- 
tories. It can be done on the standard tables, and excellent 
films can be obtained without great difficulty to patient or 
radiologist. The paper has numerous bibliographical references 
that will describe the use of pneumoperitoneum in detail. The 
apparatus to induce it is quite simple and is also described in 
previous papers. 


Infectious Mononucleosis.—There is no specific therapeutic 
agent for infectious mononucleosis. Sulfonamides and penicillin 
may benefit a complicating streptococcus throat infection. Con- 
valescent infectious mononucleosis and scarlet fever sera have 
given dramatic results in some seriously ill patients. Human 
plasma and gamma globulin have occasionally appeared to be 
beneficial. Aureomycin and Chloromycetin seem effective in 
some cases when started early in the disease. Hepatitis is ex- 
tremely common, and when severe should be treated exactly like 
cases of infectious hepatitis—Robert E. Kaufman, M.D., Treat- 
ment of Infectious Mononucleosis, American Practitioner, 
April, 1951. 
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CLINICAL NOTES | 


METHEMOGLOBINEMIC CYANOSIS 


REPORT OF AN EPIDEMIC DUE TO CORNING 
EXTRACT SUBSTITUTED FOR MAPLE SYRUP 


Jay Tepperman, M.D. 
Robert Marquardt, M.D. 
George H. Reifenstein, M.D. 


and 


Eugene L. Lozner, M.D., Syracuse, N. Y. 


Sudden onset of cyanosis is an alarming event that 
usually suggests a cardiovascular or pulmonary catas- 
trophe. A rarer cause is acute toxic methemoglobinemia. 
We recently had an opportunity to study an “epidemic” 
of the latter condition involving at least seven patients. 
All had eaten wheatcakes and “maple syrup” at a diner. 
This report briefly summarizes the case histories and 
describes the series of events leading to discovery of 
the offending agent. A similar epidemic of methemo- 
globinemia due to accidental nitrite ingestion was re- 
ported by Greenberg, Birnkrant and Schiftner,’ who 
reviewed the literature up to 1945. At that time, they 
called attention to the serious nature of the poisoning 
and mentioned the high fatality rate. At least 19 deaths 
due to sodium nitrite have been reported. Since Green- 
berg’s article appeared, the therapeutic use of methylene 
blue for cyanosis has been established beyond doubt. 
Although five of our seven patients in the present series 
were not particularly ill and recovered spontaneously, 
the remaining two patients appeared moribund on hos- 
pital admission. In these two patients, methylene blue 
was employed intravenously and appeared to be life- 
saving. 

REPORT OF CASES 


CasE 1.—C. C., a 37 year old male taxi driver, was admitted 
to the ward service of the Syracuse Memorial Hospital at 
9:15 a. m. on May 15, 1950, because of severe pounding of 
the heart and increasing bluish discoloration of the skin of 
one hour’s duration. 

At 7:30 a. m. on this day, the patient had pancakes and 
syrup at a diner in Syracuse. He thought the butter tasted 
rancid. At 8:15 a. m. he became nauseated and vomited small 
amounts of food. Shortly thereafter, dizziness, palpitation and 
cyanosis developed. At 6:15 on the morning of admission, he 
had taken one tablet of a commercial headache preparation 
and for 48 hours before entry he had been taking acetylsalicylic 
acid. He also stated that in the course of his occupation he 
had to wear dark trousers because the dye from the seat covers 
of the taxi was apt to stain his trousers and his skin. 

Physical examination on admission showed the patient to be 
conscious but markedly cyanotic and dyspneic. His blood pres- 
sure was 120/70, temperature 99.8 F., pulse rate 140 and 
respiration rate 22. Except for the cyanosis and a few rales 
over the left lower lung field, the entire examination was 


From the Departments of Medicine and Pharmacology, State Uni- 
versity of New York, Medical Center at Syracuse, School of Medicine, 
and from the Department of Health, City of Syracuse. 

Dr. Jaime Paris assisted in the clinical management of the first patient. 
Mr. Richard Wilson and Mr. Melvin Rossman, of the class of 1951, 
aided in collecting the samples of food which permitted the identification 
of the toxic substance. The following physicians permitted us to report 
their patients: Dr. S. Schwartzbart, case 2; Dr. S. Schwartzberg, case 3; 
Drs. W. Saile and J. G. F, Hiss, case 5. 

1. Greenberg, M.; Birnkrant, W. B., and Schiftner, J. J.: Outbreak of 
Sodium Nitrite Poisoning, Am. J. Pub. Health 35: 1217-1220 (Nov.) 1945. 
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noncontributory. His heart and lungs showed no abnormality 
on physical examination. 

Laboratory Data—On admission, the patient’s hematocrit 
reading was 49 per cent, and his leukocyte count was 11,500, 
with 67 per cent polymorphonuclear cells, 1 per cent mono- 
cytes, 1 per cent eosinophils and 31 per cent lymphocytes. 
Results of urinalysis were normal. The nonprotein nitrogen 
concentration was 42 mg. per 100 cc. and the fasting blood sugar 
level was 110 mg. per 100 cc. On the day after admission his 
leukocyte count was 14,000 with 70 per cent polymorpho- 
nuclear cells. 


Hospital Course.—On admission the patient was placed in an 
oxygen tent, but despite this his cyanosis increased. At 10:15 
a. m. he became irrational; his blood presure fell to 70/50. 
He then fainted and had minor generalized convulsions. After 
he was placed in the Trendelenberg position, his rationality 
returned, and he complained of tingling of his hands. This 
process was reversed by raising his back, and then he would 
faint. Blood was drawn at this time, and it appeared grossly to 
be of dark chocolate color. Oxygen bubbled through it did not 
change its color, and a clinical diagnosis of methemoglobinemia 
was made. At this time, 100 mg. of methylene blue was admin- 
istered intravenously. Immediately before administration of 
the methylene blue, blood was drawn for a methemoglobin 
determination according to the method of Evelyn and Malloy. 
Methemoglobin was estimated to be present in the amount of 
75 per cent of the total pigment. Twenty minutes after the 
administration of the methylene blue the tingling had dis- 
appeared from the extremities and the man became rational. 
Fifty minutes after the administration of methylene blue the 
methemoglobin concentration was 60 per cent. Cyanosis was 
definitely less. The blood pressure was 100/70. Three hours 
after the administration of methylene blue, cyanosis could not 
be detected clinically but the methemoglobin concentration was 
reported as 18 per cent. Another 100 mg. of methylene blue 
was injected intravenously at this time, and thereafter all signs 
and symptoms improved. He was discharged from the hospital 
on May 19. An electrocardiogram taken when the patient’s 
methemoglobin concentration was 75 per cent showed sinus 
tachycardia with slight RS-T segment depression in leads V4, 
V; and V.. Two days later the electrocardiogram was entirely 
within normal limits. 


The etiological factors considered in this case on the 
day of admission were acetanilid, aniline dye and 
sodium nitrite or nitrate adulteration of the food. The 
overwhelming nature of the methemoglobinemia and the 
rapidity of its onset following the morning meal sug- 
gested that the offending toxin was most likely a nitrite 
and that the patient had ingested it with his breakfast. 
However, no steps were taken to identify the toxic 
agent until after the admission of the second patient. 


Case 2.—H. R., a 54 year old telephone lineman, was 
admitted to the Crouse-Irving Hospital on May 16, 1950, at 
11:00 a. m., complaining of a faint feeling and dyspnea of 
three hours’ duration. This man had been in excellent health 
until the morning of admission, when, after a breakfast of 
pancakes and syrup at 8:00 a. m. at the same diner as the first 
patient, he suddenly became nauseated and felt “numb” and 
had generalized tingling. He then became weak and dyspneic, 
staggered and then fainted. A physician was called who found 
him extremely cyanotic, dyspneic and disoriented and referred 
him to the hospital. 

Physical examination showed the patient to be comatose with 
marked generalized cyanosis. His temperature was 99.8 F., 
pulse rate 150, respiration rate 40 and blood pressure 90/50. 
Aside from a small bruise on the vertex of his head, the 
remainder of the physical examination was entirely noncon- 
tributory. 


2. Evelyn, K. A., and Malloy, H. T.: Micro-Determination of Oxy- 
hemoglobin, Methemoglobin and Sulfhemoglobin in a Single Sample of 
Blood, J. Biol. Chem. 126: 655-662 (Dec.) 1938. 

3. This corning extract is known as Afral and contains 8 per cent 
nitrites, 4 per cent nitrates and sucrose. 
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Laboratory Data—On admission his hemoglobin was 13 
Gm., erythrocyte count 4,000,000, leukocyte count 50,000 with 
90 per cent polymorphonuclear cells and 10 per cent lympho- 
cytes. Nonprotein nitrogen concentration was 44 mg. per 100 
cc., fasting blood sugar 254 mg. per 100 cc. (intravenous feed- 
ing was in progress at the time). Urinalysis revealed no abnor- 
mality. A lumbar puncture showed the spinal fluid to be clear 
with no cells and with a protein content of 27 mg. per 100 cc. 
The dynamics were normal. 

Hospital Course-—The blood of this patient was also noted 
to be chocolate brown and did not change when it was equili- 
brated with air. A clinical diagnosis of methemoglobinemia 
was made, and he was given 100 mg. of methylene blue intra- 
venously. Blood drawn before the admission of methylene 
blue showed 78 per cent concentration of methemoglobin. 
Twenty minutes after the administration of methylene blue 
the patient was able to speak coherently and at this time 
gave the above history. In 30 minutes the cyanosis had mark- 
edly lessened. His blood pressure rose to 120/80, and two 
hours after the first injection of methylene blue his methemo- 
globin was 18 per cent. He was given another 100 mg. of 
methylene blue and he continued to improve. He was dis- 
charged on May 18. This case was complicated at first by the 
suggestion that the patient’s condition might have been due 
to a head injury he had sustained in the course of his work 
on the day before admission. 


After the discovery that the only etiological factor 
in common between the first and the second patient was 
the wheatcakes, butter and syrup which each had eaten 
at the same restaurant, samples of these materials were 
collected and investigated by the department of pharma- 
cology. Three cubic centimeters of an aqueous extract 
of the wheatcakes, syrup and butter was fed to each 
of three adult male rats by stomach tube. All the ani- 
mals died in about 35 minutes with quantitative con- 
version of their hemoglobin to methemoglobin. A 
qualitative test of this extract was strongly positive 
for nitrite ion. The department of health was then 
notified, and samples of all materials which might 
possibly have been involved in the meal were sent to 
the department of pharmacology for acute toxicity 
studies. The pancake batter and the butter were non- 
toxic, but what was thought to be maple syrup pro- 
duced methemoglobinemia in rats. It was then learned 
that the diner prepared its maple syrup by adding maple 
flavoring extract to sugar syrup. However, when each 
of these ingredients was tested separately in animals, 
neither produced methemoglobinemia. On further ques- 
tioning of the restaurant proprietor, it became appar- 
ent that a gallon jug of corning extract, used in corning 
beef and freshening hamburgers, had been substituted 
inadvertently for a gallon jug of maple syrup. The 
corning extract contained large amounts of sodium 
nitrite and some sugar and appeared grossly like the 
maple syrup and bore a remarkable resemblance to it 
in taste.* 

All hospitals in Syracuse were then notified, and 
physicians were contacted with regard to any patients 
with unexplained cyanosis who had appeared within the 
previous week. In retrospect, the following five patients 
were given diagnoses of probable methemoglobi 
None of them had laboratory | confirmation of this 
diagnosis. 


Case 3.—L. B., a 52 year old laborer, had pancakes and 
syrup on May 11, 1950, at 8:00 a. m. at the diner mentioned 
above. About one hour later, he appeared dizzy and faint 
and his fellow workers noticed a bluish tint to his skin and 
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lips. He noticed no dyspnea. He was unable to see a physician 
that day but left his job during the morning, went home, 
drank some milk and went to sleep. At 2:30 p. m. he awoke 
feeling better and walked about. He felt slightly weak for 
about a week but did not return to work for 12 days. Eleven 
days after this incident, he received a physical examination 
which revealed no abnormality. 


Case 4.—M. S., a 38 year old male newspaper employee, 
was admitted to St. Joseph’s Hospital in Syracuse at 4:00 a. m. 
on May 15, 1950. At 2:00 a. m. on the same morning he had 
pancakes and syrup at the same diner. He noticed that the 
syrup tasted salty. One hour later he began to feel weak and 
his fellow employees noticed his bluish color. At the hospital 
he was placed in an oxygen tent, with slight improvement, but 
no other symptoms developed nor were there any positive 
physical findings. By noon his color was normal and he felt 
completely well except for some headache. He was discharged 
at 2:00 p. m. 


Case 5.—R. B., a 46 year old white male cabinetmaker, on 
May 13, 1950, at 9:00 a. m. had pancakes and syrup at the 
previously mentioned diner. He noticed that the syrup tasted 
salty. At 10:00 a. m. he began to notice pain in his chest over 
the region of the heart and epigastric and arm pain, accom- 
panied with palpitation and dyspnea. He was seen by a physi- 
cian at 1:00 p. m., who noticed extreme cyanosis, dyspnea, 
auricular fibrillation and a blood pressure of 100/60, although 
it had previously been 130/80. The patient improved gradually; 
auricular fibrillation stopped in 24 to 36 hours; cyanosis 
cleared in 3 to 4 days, and the blood pressure returned to its 
former level. On May 16, he had some abdominal pain and 
diarrhea which cleared within 24 hours. An electrocardiogram 
taken eight days after the acute episode, was normai. The 
provisional diagnosis on May 13 was coronary occlusion, but 
the diagnosis in retrospect was methemoglobinemia with coro- 
nary insufficiency due to anoxia. 


Case 6.—H. H., a 35 year old male newspaper employee, 
had pancakes and syrup on May 13, 1950, at 7:15 p. m., at 
the above diner. One hour later he felt nauseated and vomited 
a small amount of food. He then noticed that his nails were 
extremely dark. Because of his unsteadiness on his feet, he 
took a cab home. On arrival home, his wife noticed that he 
was markedly cyanotic and dyspneic. He went to bed and at 
4:00 a. m. felt distinctly better, and his cyanosis had lessened. 
At 9:00 a. m. he was completely well. He did not see a physi- 
cian professionally, but reported the episode to a friend who 
was a physician. 

Case 7.—P. T., a 27 year old newspaper employee, had pan- 
cakes and syrup with the preceding patient (case 6). He noticed 
that the pancakes and syrup tasted peculiar and did not finish 
them. He took two bromo-seltzer® tablets and immediately 
felt sick but did not vomit. On returning to work, his col- 
leagues noticed that he was extremely cyanotic. He noticed 
only a peculiar taste in his mouth and continued to work for 
the next 22 hours; then he went home. The following morning 
he felt well but retained a peculiar taste in his mouth. He did 
not consult a physician but reported this incident to the patient 
mentioned in case 6, who included it in his report to his 
physician friend. 

COMMENT 

The clinical diagnosis of methemoglobinemia in 
case 1 was suggested by (1) the history of sudden 
onset of cyanosis after eating, (2) the presence of 
intense cyanosis without gross evidence of cardiat or 
pulmonary disease, (3) the symptoms and signs of 
severe anoxia while in an oxygen atmosphere and (4) 
the peculiar chocolate brown appearance of the blood, 
with no change in color after oxygen had been bubbled 
through the sample. In retrospect, typical nitrite hypo- 
tensive reactions were observed in cases 1 and 2. The 
effects of anoxia on the coronary circulation were evi- 
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denced in electrocardiographic changes in case 1 and 
the symptoms of coronary insufficiency in case 5. Pre- 
sumably, the sickest patients had the greatest nitrite 
intake; indeed, the first patient even finished the syrup 
remaining after the wheatcakes had been eaten. 

The physiological and pharmacologic mechanisms 
involved in the appearance and disappearance of met- 
hemoglobinemia have been thoroughly reviewed by 
Finch,* whose article presents an excellent discussion. 
Our patients all had secondary methemoglobinemia, 
due to accidental nitrite ingestion. Once absorbed, the 
nitrites oxidized hemoglobin to methemoglobin at a 
rate faster than the reverse reaction could be carried 
out by the hypothetical normal cellular mechanisms. 
There was no evidence that any of these patients 
suffered a congenital lack of these normal cellular 
mechanisms (primary methemoglobinemia), and neither 
ascorbic acid nor glutathione, useful in this congenital 
type of deficiency ° was given to these patients. The 
treatment of secondary methemoglobinemia is based on 
the observation that methylene blue enormously poten- 
tiates the action of the normal red blood cell enzymatic 
system that reduces formed methemoglobin at a rapid 
rate.° This rate is faster than that at which hemoglobin 
can be oxidized by most of the known methemoglobin 
formers. 


SUMMARY 

As a result of the clinical diagnosis of methemo- 
globinemia in two patients, the responsible toxin was 
identified and traced to “maple syrup” served in a 
public restaurant. Corning extract containing nitrite 
and sucrose had been inadvertently substituted for the 
syrup. In retrospect, the diagnosis of methemoglobin- 
emia was made for five additional patients. Methylene 
blue administered intravenously to the two sickest pa- 
tients produced dramatic, apparently life saving results. 

It is suggested that in view of this episode, suitable 
steps be taken by public health authorities to identify 
properly such corning extracts and to call attention to 
their toxic effects if consumed in quantity. 


4. Finch, C. A.: Methemoglobinemia and Sulfhemoglobinemia, New 
England J. Med. 239: 470-478 (Sept. 23) 1948. 

5. Eder, H. A.; Finch, C., and McKee, R. W.: Congenital Methemo- 
globinemia: A Clinical and Biochemical Study of a Case, J. Clin. Investi- 
gation 28: 265-272 (March) 1949, 

6. Bodansky, O.: Mechanism of Action of Methylene Blue in Treatment 
of Methemoglobinemia, Correspondence, J. A. M. A. 142: 923 (March 25) 
1950. Wendel, W. B.: Oxidations by Erythrocytes and Catalytic Influence 
of Methylene Blue: Il. Methemoglobin and Effect of Cyanide, J. Biol. 
Chem. 102: 385-401 (Oct.) 1933. 


Preparing Children for Pain.—Virtually all children have a 
great deal of anxiety about being in hospitals, particularly about 
the so-called minor operations so common in childhood. Al- 
though hospital and operative procedures leave their greatest 
scars in neurotic children, they also leave some psychic scars 
in normal children. We have noticed that these are more trau- 
matic to the child when he is not told the truth about the pro- 
cedure and when it is not discussed with him before it is done. 
We would like to condemn the common practice of telling a 
child, “This won’t hurt,” and then sticking him with a needle, 
putting an ether mask over his face, etc. It is less traumatic to 
tell a child that it is going to hurt, but you will try to get it over 
with quickly and with no more hurting than absolutely necessary, 
and that he will feel better afterward.—F. G. Ebaugh, M.D., 
and J. J. O’'Hearne, M.D., Psychiatry, in Medicine of the Year: 
Philadelphia, J. B. Lippincott Company, 1951, p. 71. 
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HEMOCHROMATOSIS 
REPORT OF AN UNUSUAL CASE 


Joseph C. Doane, M. D. 
Charles H. Kravitz, M.D. 
and 


Gladys Rosenstein, M.D., Philadelphia 


This case of hemochromatosis is reported not only 
because of the rarity of this condition but also because of 
some unusual features presented by this patient. 


REPORT OF CASE 


F. B., a 57 year old white man, was admitted to the Jewish 
Hospital on April 12, 1949 with a chief complaint of frequency 
of urination of five weeks’ duration. There was no dysuria or 
hematuria. During the same period the patient experienced a 
weight loss of approximately 40 pounds (18 Kg.). During the four 
weeks prior to admission, there was a change of bowel habit from 
extreme irregularity to persistent constipation necessitating the 
use of laxatives. In the last two weeks, the patient noted swelling 
of both feet and legs, extending to the knees. He also noted 
some postprandial distress, consisting mainly of pain across the 
upper abdomen. There was no associated nausea or vomiting, 
polyphagia or polydypsia. There was a history of passing dark 
brown urine one year ago. The patient had had typhoid at the 
age of 14 but had not consulted a physician since that time. 
The family history was noncontributory. 

The physical examination revealed a small, thin, emaciated 
white man, ambulatory and apparently not in acute pain. The 
skin color was a peculiar slate-gray-bronze, especially over the 
hands, feet and face: here the skin was dry and desquamating. 
The scleras were mildly icteric. 

The chest was clear. The left border of the heart was at the 
anterior axillary line. The cardiac rate was 60 per minute, and 
the blood pressure was 140/70. The rhythm was regular, but 
a blowing diastolic murmur was heard at the second right costal 
cartilage. 

The abdominal wall presented numerous dilated veins. The 
abdomen was distended with flank dulness, and a fluid wave was 
present. The liver was palpable to 10 cm. below the costal mar- 
gin and was firm and nontender, with a sharp edge. The spleen 
was not palpable. Ankle edema was extreme. 

The laboratory studies on admission elicited the following 
data: fasting blood sugar, 252 mg. per 100 cc.; blood urea ni- 
trogen, 1i mg. per 100 cc.; icterus index, 15 units; total pro- 
teins, 8.5 Gm. per 100 cc., blood chlorides, 510 mg. per 100 
cc.; prothrombin time, 15 seconds (50 per cent of normal ac- 
tivity). The urine contained sugar (3 +), no diacetic acid, a 
slight trace of albumin and acetone (3 +). The blood count 
showed 12.2 Gm. of hemoglobin per 100 cc., 4,870,000 red 
cells and 6,400 white cells, of which 45 per cent were polymor- 
phonuclear cells and 55 per cent lymphocytes. 

The patient was placed on a diabetic regimen with insulin. 
There was an extreme lability of the blood sugar, and on several 
occasions signs of severe hypoglycemia were noted. At one time 
it was necessary to withdraw insulin completely. 

The venous pressure was 13 cm. of water, with a circulation 
time of 30 seconds from arm to tongue (tested with magnesium 
sulfate and calcium gluconate) and 27 seconds from arm to 
lung (tested with ether). 

On April 19 a few fine crackles were noted at the base of 
the right lung, and a chest x-ray showed some evidence of con- 
gestive failure. 

An electrocardiogram taken at this time was interpreted as 
showing evidence of myocardial disease but of no recent or re- 
mote accident. 

The liver function tests showed normal sulfobromophthalein 
(bromsulphalein®) sodium excretion, thymol turbidity and 
cephalin flocculation readings. The serum amylase was normal. 
The blood cholesterol concentration was 181 mg. per 100 cc. of 
which 40 per cent was cholesterol esters. The prothrombin time 
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continued to range between 35 per cent and 60 per cent of nor- 
mal values. Two van den Bergh tests showed vatues of 0.9 mg. 
and 1 mg. of bilirubin per 100 cc., respectively. Both the acid 
and the alkaline phosphatase values were normal. The serologic 
reactions were negative. A gastrointestinal x-ray series revealed 
only gastritris. 

A repeat electrocardiogram on May 5 was interpreted as show- 
ing acute damage to the anterior wall of the left ventricle, which 
had occurred since April 19. A subsequent tracing, on June 2, 
1949, was interpreted as showing the typical sequential changes 
of a recent anterior wall infarction. 

A skin biopsy was performed, and the pigmentation was found 
to be characteristic of hemochromatosis. The urine sediment 
gave a positive reaction for iron. 

The patient’s course ran progressively downhill. Under strict 
diabetic management the skin color became lighter. Terminally, 
auricular fibrillation developed. Death presumably resulted from 
heart failure. 

Autopsy Observations.—Necropsy was limited to inspection 
and a microscopic examination of the liver and its adjoining 
organs. 

The liver was hard, extremely nodular and cirrhotic through- 
out. The surfaces were reddish tan. In the microscopic specimen 
tan-colored nodules could be seen, surrounded by rings of 
congestion. 

The spleen was only moderately enlarged but was very firm. 

The pancreas showed marked fatty infiltration. The remain- 
ing very small amount of pancreatic tissue was reddish brown 
and was congested. 

The left kidney was elongated and had a smooth pale sur- 
face with congested vessels. The right kidney could not be 
found. 

The intestines were apparently normal, except for a bluish 
discoloration of the transverse colon. 

Histologic Diagnosis —The histologic diagnoses were hemo- 
chromatosis, and severe cirrhosis with extensive deposit of 
hemosiderin in the liver cells and fibrous tissue. 

The causes of death were (1) hemochromatosis, (2) severe 
hepatic cirrhosis with enormous deposition of iron pigment 
and (3) atrophy of the pancreas and extensive infiltration with 
considerable deposit of iron pigment. 


COMMENT 

This case of hemochromatosis, still a rare disease, 
presents unusual features. The skin pigmentation was 
present for many years, but the patient was asymptom- 
atic and quite unaware of any color change. However, 
once the symptoms of this condition became evident, 
there was a rapid downhill course. The therapy was most 
difficult because diametrically opposite indications pre- 
sented themselves. The liver involvement necessitated 
use of a high carbohydrate diet, whereas the diabetes 
demanded some carbohydrate restriction, particularly 
since stabilization of the blood sugar was an ever increas- 
ing problem. During the last several weeks of the pa- 
tient’s illness, he was most apathetic. It was difficult to 
decide whether the dulled sensorium was due to hepatic 
toxicity or to cardiac failure. The added myocardial in- 
farction made the picture even more complex. The 
pathologic changes in the liver no doubt caused the de- 
crease in the prothrombin activity. 


SUMMARY 

An additional case of hemochromatosis with some 
unusual features is added to the literature. 

A plea is made for an increased awareness of this 
disease, the triad of symptoms being (1) pigmentation 
of the skin, (2) hepatic cirrhosis and (3) diabetes 
mellitus. 


York and Tabor Rd. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


REPORT TO THE COUNCIL 


The Council has authorized the publication of the following 
report by the Committee on Pesticides. 


R. T. Stormont, M.D., Secretary. 


MORE FACTUAL DEATH CERTIFICATES 


The Committee has experienced difficulty in preparing useful 
tabulations on deaths from various poisons because the data 
furnished by physicians on death certificates have been incom- 
plete. In the past, this was understandable since container labels 
frequently carried no ingredient statements and the agent re- 
sponsible for the death often remained unknown. However, 
with the passage of the Federal Insecticide, Fungicide and 
Rodenticide Act, economic poisons in interstate commerce are 
required to carry ingredient statements. 

When the name of the active ingredient and the proprietary 
or trade name of the product suspected of having caused death 
is not entered on the victim’s death certificate, valuable infor- 
mation is omitted. The listing of both the active ingredient and 
trade name of the suspected product is necessary, since so-called 
inert ingredients in many preparations may be responsible for 
death. Common offenders in this category are the solvents fre- 
quently used to carry the pesticidal agent. It is equally important 
that deaths from materials commonly found in the home as 
well as those associated with agricultural and industrial pursuits 
be accurately and consistently reported. Only in this way will 
a balanced picture of relative hazard be obtained. 

The preparation of more factual death certificates will facili- 
tate accurate tabulations on the causes of accidental deaths due 
to poisoning and will ultimately help reduce the loss of lives 
resulting from the careless use of highly toxic products. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 


The Council collaborates with manufacturers in the selection 
of generic and brand names for marketed drug preparations 
presented for acceptance and also for new products still under 
development or clinical trial. The last report on such names 
appeared in THE JouRNAL, March 3, 1951, p. 644. 


The following abstract lists the generic designation, the chemi- 
cal name, where necessary for information, and the recognized 
brand name or names under which the preparations are avail- 
able. In general, a generic name should bear recognizable rela- 
tion to the chemical name and conform as closely as consistent 
with brevity and practicality to existing systems of scientific 
nomenclature. The chief requirement for a brand name is that 
it should not be therapeutically suggestive. 

Choline Gluconate for the gluconate salt of choline, 2-(hydr- 
oxyethyl)trimethy] ium D-gluconate 

Chlorcyclizine Hydrochloride for 1-p-chlorobenzhydryl-4-meth- 
ylpiperazine hydrochloride: Di-Paralene Hydrochloride (Abbott 
Laboratories) 

Dimethyl-Tubocurarine Chloride: Mecostrin Chloride (E. R. 
Squibb & Sons) 

Ergotamine with Caffeine for ergotamine tartrate and caffeine 
combined: Cafergot (Sandoz Pharmaceuticals) 

Khellin (Instead of Visammin) for 2-methyl-5,8-dimethoxyfur- 
anochromone 

Khellol Glucoside for 2-methylol-5-methoxyf h one 
glucoside 

Methyl Hexane Amine for 1,3-dimethylamylamine: Forthane 
(Eli Lilly & Company) 


Phenacemide for phenacetylcarbamide: Phenurone (Abbott 
Laboratories) 
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Probenecid for p-(di-n-propylsulfamyl)benzoic acid: Benemid 
(Sharp & Dohme, Inc.) 


Salicylazosulfapyridine for 4-(pyridyl-2-amidosulfonyl)-3’-car- 
boxy-4’-hydroxyazobenzene 


Tetraethylammonium Chloride: Etamon Chloride (Parke, Davis 
& Company) 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Aminophylline-U.S.P. (See New and Nonofficial Remedies 1950, 
p. 278). 

Tablets Aminophylline: 0.1 gm. and 0.2 gm. Professional 
Drug Service, Inc., St. Louis. 


Gamma Benzene Hexachloride (See THE JOURNAL, Oct. 14, 1950, 
p. 548). 

Ointment Kwell 1%: 56.7 gm. tubes and 454 gm. jars. An 
ointment containing 10 mg. of gamma benzene hexachloride in 
each gram. Commercial Solvents Corporation, New York. 


Diethylstilbestrol-U.S.P, (See New and Nonofficial Remedies 
1950, p. 331). 

Tablets Diethylstilbestrol: 0.1 mg., 0.25 mg., 0.5 mg., 1.0 mg., 
and 5.0 mg. Barlow-Maney Laboratories, Inc., Cedar Rapids, Ia. 


Diphtheria Toxoid, Alum Precipitated-U.S.P. (See New and 
Nonofficial Remedies 1950, p. 438). 

Diphtheria Toxoid (Alum Precipitated): 5 cc. vials (five im- 
munizations). Preserved with thimerosal 1: 10,000. Pitman- 
Moore Company, Division of Allied Laboratories, Inc., Indian- 
apolis. 

Diphtheria Toxoid, Alum Precipitated: 1 cc. (0.5 cc. dose 
form), 5 cc. (0.5 cc. dose form), and 10 cc. (1 cc. dose form) 
vials. One immunization, five immunizations, and five immuni- 
zations, respectively. Preserved with thimerosal 1: 10,000. E. R. 
Squibb & Sons, New York. 


COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 


Howarp A. Carter, Secretary. 


ACE ELASTIC HOSIERY ACCEPTED 

Manufacturer: Becton, Dickinson & Co., Rutherford, N. J. 

Ace Elastic Hosiery is designed to give support to varicose 
and phlebitic veins and to control the swelling of the leg in 
various circulatory and inflammatory conditions. It is intended 
to form a smooth sheath over the leg and is described as “full- 
footed,” meaning that the patient does not have to wear a second 
pair of hose over the elastic stockings. They are knitted of nylon 
and rubber with cuffs of nylon and mercerized cotton. 

Evidence from sources acceptable to the Council indicated 
that these hose were of good quality, that they were as durable 
as could be expected in view of the sheerness which many 
patients desire, and that the results of wearing them were satis- 
factory provided precautions were taken to secure a proper fit. 
The Council on Physical Medicine and Rehabilitation voted to 
include the Ace Elastic Hosiery in its list of accepted devices. 
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THE VALUE OF TOTAL 
POPULATION X-RAY SURVEYS 


Total population x-ray surveys of the chest have been 
extensively prosecuted in this country in the campaign 
against pulmonary tuberculosis. The problems of quality 
of roentgen reproduction, of reliability of roentgen inter- 
pretation, of thoroughness of follow-up, and of reduction 
of local incidence of tuberculosis have been studied to 
some extent and has been commented on by various 
groups to a considerable extent. However, no really com- 
prehensive review of a long term, total population study 
has yet been made in this country. A recent follow-up 
report on a total population survey of the island of Got- 
land, made in 1943 and analyzed in succeeding years by 
Lonnerblad,' is of interest. Gotland was almost an ideal 
location for a successful total population survey. The 
island is comparatively remote and has a negligible im- 
migration factor. It is about seven hours by sea from the 
mainland of Sweden. 

In this mass photofluorographic survey, 56,964 per- 
sons were examined, which is equivalent to 99% of the 
population over the age of 1 year. This is a remarkable 
achievement, as most surveys fail to exceed 80% of the 
population over the age of 16. The customary small per- 
centage of adults with potentially significant pulmonary 
shadows and the even smaller percentage of persons with 
open pulmonary lesions were discovered. The long-term 
value of the survey, namely, its apparent influence on the 
prevention of tuberculosis (as a result of the detection 
and isolation of active cases), was studied by observation 
of the tuberculosis mortality in Gotland for the ensuing 
seven years and comparison with the mortality for 
Sweden as a whole (which had not yet undertaken exten- 
sive total population surveys). The mortality rate for 
tuberculosis per 100 inhabitants in Gotland in 1946 was 
0.54 and for Sweden as a whole 0.51. For 1947, the re- 
spective figures were 0.49 and 0.48, and for 1948, 0.70 
and 0.48. Therefore, there was no appreciable reduction 
in mortality and apparently little improvement in pre- 
vention of tuberculosis. Even three years after comple- 
tion of the survey, it was noted that more than half of the 
newly discovered cases of open pulmonary tuberculosis 
had already passed the moderate stage. 


1. Lonnerblad, L.: The Value of a Total Population Roentgen Chest 
Survey in the Campaign Against Tuberculosis, Acta radiol. 34: 501 (Dec.) 
1950. 

1. Blalock, A., and Taussig, H. B.: The Surgical Treatment of Malfor- 
mations of the Heart in Which There Is Pulmonary Stenosis or Pulmonary 
Atresia, J. A. M. A. 128: 189 (May 19) 1945. 
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Lonnerblad points out that it is not feasible at the 
present time to isolate effectively all persons with inter- 
mittently open pulmonary tuberculosis. Further, in some 
persons with lesions that are radiographically improving, 
rapid progression or reactivation even of apparently 
stable foci may suddenly develop. These persons, clini- 
cally well for a period of years, have ample time to infect 
a considerable number of other persons before being 
detected. Two or three such cases in a populous com- 
munity will entirely neutralize the value of a periodic 
mass survey. 

Even in a homogeneous, relatively isolated area like 
Gotland, it proved very difficult to trace sources of infec- 
tion or to trace and examine a majority of contacts of 
open cases. However, even if such were possible, the 
small number of coexisting “carriers” of tubercle bacilli 
(with minimal or negligible pulmonary roentgen 
shadows) tend to vitiate the program. Some careful per- 
sons with open tuberculosis may not act as carriers, but 
others, especially those in whom there develops unde- 
tected, rapidly progressive tuberculosis, may in a short 
time be a source of infection to large numbers of persons. 
A man may have been assured that his last photofluoro- 
gram was normal, and it does not occur to him that he 
may be a victim of open disease. 

The author suggests that the promotion of some means 
of general prophylaxis of the total population (such as by 
BCG vaccination), as well as the promotion of improved 
general economic conditions, is essential before total 
population surveys can produce the desired results. At 
the same time, it is observed that mass surveys of selected 
groups, such as persons segregated in institutions or 
otherwise thrown in close contact, have an obvious con- 
structive place in preventive medicine, provided it is 
borne in mind that negative results merely exclude evi- 
dence of disease at that particular moment. 


SURGICAL RELIEF OF PULMONIC 
STENOSIS IN TETRALOGY 
OF FALLOT 


Early attempts at surgical relief of stenotic valvular 
lesions of the pulmonary artery and the heart were disap- 
pointing and led to justified pessimism as to the feasibility 
of surgical therapy. Recent advances in intrathoracic 
surgery, in the art of anesthesia, in preoperative and post- 
Operative treatment, in blood transfusion and employ- 
ment of oxygen, all served to revive interest in the surgi- 
cal attack on congenital anomalies of the heart. The 
almost hopeless prognosis of the morbus caeruleus made 
it apparent that the risk of operation was probably less 
than that of leaving the condition untreated. 

Blalock and Taussig ' in 1945 introduced an operative 
procedure for the relief of pulmonic stenosis. The opera- 
tion consisted of anastomosing one of the systemic ar- 
teries, preferably the subclavian, to one of the pulmonary 
arteries. This shunting operation created an artificial duc- 
tus arteriosus and increased the flow of oxygenated blood 
through the lungs, thereby reducing cyanosis. Blalock 
was able to report in 1948 on 610 patients subjected to 
the operation for the relief of pulmonic stenosis, with a 
mortality rate of 17.7 per cent. The results were grati- 


Vol. 146, No. 10 


fying, particularly with regard to the lessening of the pa- 
tient’s incapacity. 

The important lesion in the tetralogy of Fallot is the 
pulmonary stenosis. Two types of stenosis exist: valvu- 
lar and infundibular, in which there is a formation of a 
ridge of tissue just below the valves. This ridge or sep- 
tum encroaches on the lumen of the artery and con- 
tributes to the formation of a sort of fifth cardiac cham- 
ber. In either instance the pulmonary artery may be 
normal in size, hypoplastic or dilated. Either lesion inter- 
feres with the free flow of blood into the pulmonary 
circulation. Potts and co-workers ? introduced a modi- 
fication of the Blalock operation, anastomosing the 
pulmonary artery and the aorta. The advantages of this 
procedure are to be seen in cases in which the subclavian 
artery is too small or too short. The disadvantage of the 
Blalock procedure is the creation of a ductus arteriosus 
with possible later development of subacute bacterial en- 
docarditis. There is also some question as to whether the 
anastomosis will keep pace with the growth of the 
patient. 

Accurate diagnosis of the existing congenital anomaly 
can be achieved in most instances with the aid of arteri- 
ography and intracardiac catheterization. Brock * at- 
tempted direct inspection of the valves of the pulmonary 
artery in the course of the operation by introducing a 
cardioscope into the left pulmonary artery. The man- 
euver, however, was not always feasible and was fre- 
quently too hazardous. On the other hand, palpation of 
the exposed pulmonary artery and the right ventricle, 
Brock points out, reveals in a case of valvular pulmonary 
stenosis a well localized thrill. The thrill can be felt to 
be localized within the central portion of the lumen. In 
subvalvular or infundibular stenosis, no such character- 
istically localized thrill is felt in the first part of the pul- 
monary artery. Brock has reintroduced Doyen’s unsuc- 
cessful attempt at a direct attack on the stenotic tissue. 
In the Brock procedure a valvulotome is passed through 
the wall of the right ventricle upward into the pulmonary 
artery. His first report dealt with three patients: one died; 
embolism of the lower extremity developed in one and 
hemiplegia in the third. These vascular complications 
were probably due to the fall in the blood pressure in the 
presence of polycythemia. Relief of infundibular stenosis 
is a far more complicated procedure, since it involves 
resection of a portion of the actual wall of the active 
ventricular muscle and not a simple division of a nar- 
rowed valve at the exit of the ventricle. Brock * accom- 
plished this with a special instrument, a type of rongeur, 
which is introduced into the right ventricle and is passed 
upward in the direction of the pulmonary artery. The 
stenotic tissue is bitten off, the instrument is removed 
and the opening is further dilated with a special instru- 
ment. Blalock * reported a series of 19 cases of Brock 
valvulotomy for pure pulmonary stenosis with excellent 
results. 

Downing and his associates * performed the Brock 
procedure in eight cases of tetralogy of Fallot. In six 
of these the improvement in exercise tolerance has been 
striking. These authors consider Brock’s procedure the 
operation of choice in cases of pulmonary stenosis. There 
are, however, a number of questions that have not so 
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far been answered, pertaining to (1) the incidence and 
effect of pulmonary regurgitation in cases in which the 
stenosed valve is divided, (2) the possibility of later 
development of subacute bacterial endocarditis and (3) 
the possibility that the valves might again fuse at some 
time or that the outflow tract might again become ob- 
structed in cases in which infundibular stenosis has been 
corrected. 

The results thus far achieved by both the indirect 
and the direct attack on the congenital anomaly known 
as the tetralogy of Fallot justifies the conclusion that an 
enormous advance has been made in the treatment of the 
hitherto hopeless case of the blue baby. The methods 
evolved will probably receive further refinement and will 
find application in acquired valvular disease of the adult 
as well. 


MICROBIAL METABOLITES AND 
PLANT WELFARE 


The dramatic advances of the past 10 years in the 
medical use of antibiotics have overshadowed the poten- 
tial role of those substances in other fields. The use of 
antibiotics with antifungal properties for the control of 
plant diseases is of particular interest at a time when con- 
servation of food supply is a matter of world-wide im- 
portance. Two recent reports are of considerable theo- 
retical interest in that they suggest means by which the 
value of antibiotics in agriculture and horticulture can 
be further explored. 

Henry * and his associates recently reported on the 
control of seed-borne fungus disease in cereals with aci- 
dione, an antibiotic produced by Streptomyces griseus. 
Wheat, barley, and oat seeds infested with covered smut 
were treated with acidione in a concentration of 10 parts 
per million in water. Treatment resulted in a reduced in- 
cidence of disease in all cases. Best results were obtained 
with oat smut, a major disease, and one of the covered 
smuts most difficult to control successfully by seed treat- 
ment. Acidione proved to be as effective as mercurials 
and formaldehyde and appeared to have no serious toxic 
action on the seed. 

Brian, Wright, Stubbs, and Way * have reported that 
resistance to fungal parasites may be conferred on plants 
by antibiotic substances taken in through the root system 
and translocated to the leaves. For their studies, they used 
a fungistatic antibiotic, griseofulvin, which is produced 
by a common soil organism and which is relatively non- 
toxic to higher plants. They found that, if lettuce or oat 
seedlings were grown in nutrient solutions containing 
griseofulvin, the antibiotic could, after a period of time, 


2. Potts, W. J.; Smith, .S., and Gibson, S.: “Anastomosis of the Aorta 
to a Pulmonary Artery, J. A. M. A. 132: 627 (Nov. 16) 1946. 

3. Brock, R. C.: Pulmonary Valvulotomy for Relief of Congenital 
Pulmonary Stenosis: Report of Three Cases, Brit. M. J. 1: 1121 (June 12) 
1948. 


4. Brock, R. C.: The Surgery of Pulmonary Stenosis, Brit. M. J. 2: 399 
(Aug. 20) 1949. 

5. Blalock, in Downing, Bailey and Glover.® 

6. Downing, D. F.; Bailey, C. P., and Glover, R. P.: Brock Procedure 
for the Relief of Pulmonary Stenosis in the Tetralogy of Fallot, Pediatrics 
7: 230 (Feb.) 1951. 

1. Henry, A. W.; Peterson, E. A.; Millar, R. L., and Horricks, J. S.: 
Control of Covered Smut of Oats by Seed Treatment with an Antibiotic, 
Science 113: 390 (April 6) 1951. 

2. Brian, P. W.; Wright, J. M.; Stubbs, J., and Way, A. M.: Uptake of 
Antibiotic Metabolites of Soil Micro-Organisms by Piants, Nature 167: 
347 (March 3) 1951. 
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be demonstrated in the leaves or in guttation-drops. 
Furthermore, when disease-causing fungus spores were 
sprayed onto lettuce or tomato plants that had been grow- 
ing in griseofulvin-containing solutions for several days, 
the disease developed much more slowly than in control 
plants. More crucial experiments to prove whether griseo- 
fulvin could be produced by microbiologic synthesis in 
the soil and then pass into plants were inconclusive. The 
demonstration of such an effect would serve to indicate 
that the rhizosphere, or zone of increased microbial ac- 
tivity in the soil adjacent in plant roots, may make an 
important contribution to the welfare of the plant. 


MUSCLE RELAXANTS IN LOW-BACK 
DISORDERS 


Schlesinger and Stinchfield ' have reported on the use 
of the muscle relaxant mephenesin as a diagnostic and 
prognostic aid in acute disorders of the lower back. They 
administered the drug intravenously to 64 hospitalized 
patients with acute symptoms and signs of herniated in- 
tervertebral disk and observed its effect on the pain and 
on the results of the straight-leg-raising test. Four types 
of reaction were noted: (1) abrupt relief of low-back and 
sciatic pain and striking increase in the range of leg 
motion, (2) abrupt relief of pain with only slight or 
moderate increase in range of leg motion, (3) abrupt re- 
lief of pain with no increase in motion, and (4) rapid 
relief of local pain, paradoxical aggravation of radiating 
pain and decrease or no change in straight-leg-raising 
ability. Patients with the first type of reaction often ob- 
tained persistent relief from this test administration of 
mephenesin, and a high percentage left the hospital 
symptomatically well after a period of conservative treat- 
ment. These patients, some of whom showed unequivo- 
cal myelographic evidence of herniated intervertebral 
disk, were regarded as having reversible nerve root com- 
pression, possibly aggravated by reflex muscle spasm. 
Patients with the third or fourth type of reaction to 
mephenesin invariably failed to respond to subsequent 
conservative treatment, and all required surgical inter- 
vention within three months. At operation in each case, 
there was found a large protrusion of the intervertebral 
disk producing irreducible root compression. Patients 
with the second type of reaction to mephenesin formed 
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an intermediate group; some required surgical treatment, 
and others responded to conservative management. Thus 
in all but the second group the mephenesin test had 
definite prognostic value at least as far as the response 
of the immediate attack to therapy was concerned. This 
is of considerable practical significance in a condition in 
which the choice between conservative and surgical treat- 
ment is often difficult. An accurate prognosis can spare 
many patients the economic burden of long periods of 
useless conservative therapy while assuring others, who 
are likely to benefit from it, of an adequate trial of non- 
surgical therapy. 

Whether this test will prove more helpful in this respect 
than the procaine hydrochloride test of Steindler * can be 
determined only by further clinical trial. It already ap- 
pears that mephenesin is superior to procaine in the relief 
of local muscle spasm. Because in large doses, it can pro- 
duce paralysis, however, mephenesin must be given cau- 
tiously and only to hospitalized patients who do not show 
muscular weakness or serious neurologic disturbance. In 
these experiments a 2% solution administered intra- 
venously produced no hemoglobinuria or other serious 
side effects. Given orally, the drug proved unsatisfactory 
in the hands of these investigators. 

The muscle relaxation produced by mephenesin has 
also been found helpful as an adjunct to traction and in 
the relief of pain in various low-back syndromes, by 
the above-mentioned authors and by others,’ but it ap- 
pears likely that the drug will have its greatest usefulness 
in differential diagnosis and prognosis. 


RELATIONSHIP BETWEEN EPIDEMIC 
KERATOCONJUNCTIVITIS AND THE 
NERVOUS SYSTEM 


Ruchman ' has recently shed interesting and addi- 
tional light on the nature of the epidemic keratoconjunc- 
tivitis (EK) virus. This work, confirmed by Cheever,’ 
suggests the possibility that the virus of epidemic kerato- 
conjunctivitis, originally isolated by Sanders,* has a 
biphasic pathogenicity referable to ocular and nervous 
tissues. The recent findings indicate a close immunologic 
relationship between the viruses of epidemic keratocon- 
junctivitis and St. Louis encephalitis; indeed, the two 
agents could not be differentiated by intracerebral neu- 
tralization tests. A similar relationship, but to a lesser 
degree, was demonstrated between epidemic keratocon- 
junctivitis and Japanese and West Nile encephalitis 
viruses. The only demonstrable difference between epi- 
demic keratoconjunctivitis and St. Louis viruses was to 
be found in the increased pathogenicity of the epidemic 
keratoconjunctivitis virus for rabbits. These findings are 
consistent with those of Sanders, who reported passage 
of his original virus through graded collodion membranes 
with an average pore diameter of 75 to 100 my, while 
those membranes with an average pore diameter of less 
than 50 mz retained the virus. 

During the 1942 epidemics, which involved thousands 
of industrial workers in California and New York, a 
severe ocular disease was observed in as high as 10% 
of factory personnel. Even at that time, severe headaches 


14 
»1951 


Vol. 146, No. 10 


associated with the conjunctivitis and unrelieved by 
analgesics were observed by the University of Miami 
investigator. Furthermore, two cases in Schenectady 
showed possible central nervous system involvement.‘ 

The present clarification of this problem throws an 
important light on virus diseases with respect to poten- 
tial multiple variants within a single disease agent. In 
the case of epidemic keratoconjunctivitis, we are appar- 
ently dealing with an agent capable of great ocular infec- 
tivity, potentially neurotropic in character. The relation- 
ship between epidemic keratoconjunctivitis and the 
neurotropic virus is closely paralleled in the herpes sim- 
plex virus, insofar as the herpes virus is capable of 
infecting the eyes of humans and then quickly reverting 
to a strongly neurotropic agent by passage in laboratory 
animals. However, in the case of the herpes virus, the 
agent is approximately 125 mp, and neutralizing anti- 
bodies are found in as high as 75% of unselected adult 
serums.° Epidemic keratoconjunctivitis, on the other 
hand, has a calculated measurement of approximately 
35 my, and neutralizing antibodies against it are not 
found in a so-called normal population.° 


ALCOHOL IN PULMONARY EDEMA 


The usefulness of ethyl alcohol in the treatment of 
paroxysmal pulmonary edema in rabbits and dogs has 
recently been demonstrated by Luisada.' Working on the 
theory that the respiratory obstruction occurring in pul- 
monary edema is due chiefly to the foaming of the fluid 
present rather than to its volume per se, this investigator 
tested the effects of a number of antifoaming agents ad- 
ministered by inhalation to animals with experimental 
pulmonary edema. Of the agents used, 95% alcohol in 
subanesthetic doses produced the most satisfactory re- 
sults. It doubled the survival time of rabbits with pulmo- 
nary edema produced by intravenously administered 
epinephrine and completely prevented pulmonary edema 
in dogs subjected to rapid intracarotid infusion with iso- 
tonic sodium chloride solution. This effect was thought 
to be due to the local antifoaming action of alcohol, but it 
was subsequently observed that larger, mildly anesthetic 
doses of 50% alcohol given by gavage or enema had a 
similar action. Subanesthetic doses of 25% alcohol ad- 
ministered intravenously also showed definite, but less 
pronounced, therapeutic effect. These observations sug- 
gest that the depressant action of alcohol on the central 
nervous system also played a therapeutic role. It is pos- 
sible that both factors were active, since alcohol in the 
blood stream may be excreted through the lungs, exert- 
ing a local effect, while inhaled alcohol may be absorbed 
into the blood stream, with consequent central action. 

In similar experiments, it was found that the combina- 
tion of alcohol by inhalation and morphine by injection 
produced better results than either one alone and that 
these results were equivalent to those obtained with 
morphine plus inhalations of oxygen under pressure. This 
led Luisada to suggest that the combination of morphine, 
alcohol vapor, and oxygen under pressure might prove 
most effective in the treatment of pulmonary edema. 
Therapeutic trials with alcohol inhalations in man are 
now in progress. 
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IRRADIATED TUBERCULOSIS VACCINE 


Milzer ' and associates of Michael Reese Hospital, 
Chicago, report evidence that ultraviolet-killed tubercu- 
losis vaccine is superior to BCG vaccine as a prophy- 
lactic agent. Mycobacterium tuberculosis (hominis) 
grown for 14 days on Petragnani medium was harvested, 
weighed, suspended in sterile distilled water, ground for 
30 minutes in a ball mill, and then diluted so as to con- 
tain 1 mg. of moist bacilli per cubic centimeter. Expo- 
sure for 0.5 seconds to ultraviolet irradiation was found 
sufficient to kill the bacteria, after which 1:10,000 
thimerosal was added as a preservative and the killed 
vaccine was stored in the refrigerator at 3 to 5 C. Freshly 
prepared viable BCG vaccine was used in comparison. 

Comparative active immunization tests were made 
on groups of 24 to 40 mice. At weekly intervals, each 
mouse was given four subcutaneous injections of 0.5 
mg. of the selected vaccine. Thirty days after the fourth 
dose, each mouse was given a challenging dose of 0.001 
to 0.025 mg. of the 14-day-old slant cultures of H37Rv 
tubercle bacilli suspended in 2.5% gastric mucin. Half 
of the challenging dose was given subcutaneously and 
half intraperitoneally. Control tests were made on non- 
immunized mice. All animals were killed 30 days after 
the challenge dose and examined carefully for lesions. 

Without exception, all control mice presented gross 
lesions, ranging in size from 2 to 4 mm., at the site of the 
inoculation, or in the liver, spleen, or peritoneum. Gross 
lesions developed in only 53% of the mice given the 
viable BCG vaccine and in only 37.5% of those given 
the nonviable irradiated vaccine. The irradiated vaccine 
thus appeared to afford better protection than the BCG 
vaccine against subsequent tuberculosis. 

This superiority was not evident, however, in similar 
experiments performed by Olson? and Sarber* on 
guinea pigs. Using larger challenging doses of virulent 
bacilli and longer periods of observation, they found that 
the protection afforded by the two types of vaccine was 
about equal. That the protection was not complete is 
indicated by the observation that 32% to 55% of the 
vaccinated animals died within four months after infec- 
tion. This was in contrast to a mortality rate of 71% in 
the unvaccinated animals. 

Aside from the question of its relative antigenicity, 
however, the irradiated vaccine has other advantages 
over BCG. Unlike viable BCG, it contains a preservative 
that prevents contamination with pathogens; also, it is 
remarkably stable, retaining its potency for as long as 
12 months after its preparation. 
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ORGANIZATION SECTION 


COMMITTEE ON CONSTITUTION AND BY-LAWS 


The permanent Committee on Constitution and By-Laws of 
the American Medical Association held its organizational meet- 
ing during the annual session at Atlantic City. Dr. Louis A. 
Buie of Rochester, Minn., is Chairman. The other members of 
the Committee are Dr. Stanley H. Osborn, Hartford, Conn.; 
Dr. Britton E. Pickett Sr., Carrizo Springs, Texas; Dr. James 
S. Stevenson, Tulsa, Okla.; Dr. Floyd S. Winslow, Rochester, 
N. Y.; the President, Dr. John W. Cline; the Secretary, Dr. 
George F. Lull; the Assistant Secretary, Dr. Ernest B. Howard; 
the representative of the Board of Trustees, Dr. Edwin S. Ham- 
ilton; the Speaker of the House of Delegates, Dr. F. F. Borzell, 
and the Vice Speaker, Dr. James R. Reuling. Drs. Cline, Lull, 
Howard, Hamilton, Borzell, and Reuling are ex officio members 
of the Committee, without the right to vote. 

Any member of the Association who has suggestions for 
amendments to the Constitution and By-Laws should send them 
to Dr. Buie, whose address is 102 Second Ave., S. W., Rochester, 
Minn. The Committee will make a report to the House of Dele- 
gates at the Clinical Session in Los Angeles in December. 


FEDERAL LEGISLATION 


Income Tax Deductions for Medical Expenses 


Representative Clemente of New York introduced H. R. 4405, 
to allow medical and dental expenses as deductions from gross 
income for income tax purposes. The provisions of the present 
tax law permit a taxpayer, in arriving at taxable income, to de- 
duct medical and dental expenses in excess of 5% of adjusted 
gross income, with a limitation on the total amount deductible. 
This bill proposes to permit a taxpayer to deduct all expenses 
paid during the taxable year, not compensated for by insurance 
or otherwise, for medical care of the taxpayer, his spouse, or 
other legal dependents. The term “medical care” is defined in 
its broadest sense to include diagnosis, cure, mitigation, treat- 
ment, and prevention of disease. Included also as deductible 
items would be amounts paid for health or accident insurance. 
The author introduced a similar but not identical bill in the 
8ist Congress. 


STATE LEGISLATION 
Alabama 


Bills Introduced.—H. 444, proposes regulations requiring every dog 
owner to cause his dog to be inoculated against rabies by the rabies 
inspector once each year. S. 3401, proposes the creation of a State 
of xaminers and proposes that a person shall be regarded 
as practicing chiropractic who shall employ objective or subjective means 
without the use of drugs, surgery, X-ray therapy or radium therapy, for 
the purpose of ascertaining the alignment of the vertebrae of the human 
spine, and the practice of adjusting the vertebrae to correct any subluxa- 
tion or malalignment thereof. 


California 


Bills Introduced.—A. 3456, to amend that the Health and Safety Code, 
proposes to make it a felony to sell, furnish, administer, give or offer to 
sell, furnish, administer or give any narcotic to a minor. S. R. 187, pro- 
poses the creation of an Interim Committee on Narcotics and Hypnotics 
to ascertain, study and analyze all facts relating to narcotics and hypnotics 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 


including the operation, effect, administration, enforcement and needed 
revision of all laws relating thereto. S. 1542, proposes to amend the 
initiative act relating to chiropractic by authorizing the Board of Chiro- 
practic Examiners to issue a certificate authorizing the holder thereof to 
practice chiropractic and other forms of therapy as taught in chiropractic 
schools or colleges. 


Florida 


Bills Enacted.—H. 1440 became Law Without Approval June 11, 1951. 
It provides for the creation of a special hospital district for Broward 
County. S. 254 was approved June 4, 1951. It provides for the establish- 
ment and operation of a State Hospital for alcoholism. S. 325 was ap- 
proved May 28, 1951. It amends the law prohibiting trafficking in the 
dead body of a human being and provides that nothing in such law should 
be construed to prohibit the obtaining, dissecting, using and disposing of 
dead bodies for the purpose of teaching or other appropriate university 
research by any medical school, dental school, school of nursing or other 
university research or teaching unit which is a part of a regularly estab- 
lished or chartered institution of higher learning under the Laws of the 
State. 


Illinois 


Bills Introduced.—S. 275, to amend the Workmen’s Compensation Law, 
proposes to authorize the payment of compensation for loss of the in- 
dustrial use of one or both ears. S. 773, proposes the creation of a Com- 
mission on Tuberculosis Problems to study all matters pertaining to inter- 
governmental and other cooperation in the control and eradication of 
tuberculosis. S. 755, to amend the Medical Practice Act, proposes regu- 
lations for the issuance of Temporary Certificates of Registration to 
persons who are nonresidents of the State, who have a Doctor of Medicine 
degree, and who wish to pursue programs of graduate or specialty training 
in the State. 

Bill Enacted.—H. 163 was approved June 14, 1951. It repeals and 
re-enacts the law relating to the practice of nursing. 


Michigan 


Bills Enacted.—H. 319 has become Public Act No. 249 of the Acts of 
1951. It amends the Michigan Hospital Survey and Construction Act by 
increasing the number of members of the Advisory Hospital Council from 
11 to 12 and by specifying that one member of such council shall be 
appointed from a list of full time help officers submitted by the Board of 
Directors of the Michigan Health Officers Association. S. 152 has become 
Public Act No. 231 of the Acts of 1951. It proposes certain amendments 
to the law providing for the licensing of maternity or lying-in hospitals. 


Missouri 


Bill Introduced.—H. 275, proposes certain amendments to the law 
regulating the sale of narcotic drugs by, among other things, providing for 
the establishment of a Narcotic Drug Act Fund, into which shall be 
placed all fees collected for narcotic licenses and out of which shall be 
paid the expenses incurred by the division of health in the administration 
of the law regulating narcotic drugs. 


Ohio 


Bill Enacted.—H. 516 was approved June 18, 1951. It provides for the 
issuance of special automobile licenses bearing the word “physician” to 
persons holding unrevoked and unexpired licenses to practice medicine in 
the State. 


Wisconsin 


Bills Enacted.—A. 473 has become Chapter 369 of the Laws of 1951. 
It amends the basic science act by exempting therefrom dental hygienists. 
A. 616 has become Chapter 368 of the Laws of 1951. It amends the 
medical practice act by eliminating reference to osteopathy and surgery 
and by providing that if six members of the board find an applicant 
qualified, the board shall issue a license to practice medicine and surgery 
to such applicant. S. 701 has become Chapter 371 of the Laws of 1951. 
It amends the medical practice act by authorizing the board of medical 
examiners and the board of chiropractic examiners to make use of the 
injunctive process to restrain violations of the law. 
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PROCEEDINGS OF THE ATLANTIC CITY SESSION 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION AT THE ANNUAL SESSION IN 
ATLANTIC CITY, N. J., JUNE 11-15, 1951 


(Concluded from page 854) 


Resolution on Establishment of Single 
Membership Classification 


Dr. George Earl, Minnesota, submitted the following reso- 
lution, which was referred finally to the Reference Committee 
on Amendments to Constitution and By-Laws: 

WHEREAS, The new system of American Medical Association membership 
would appear to make the classification of “Fellow” an outmoded and 
unnecessary one; and 

WHEREAS, Many active members of the American Medical Association 
feel that no purpose is served by requiring the payment of an extra $5 
for the privilege of program participation, serving in the House of Dele- 
gates or as an Official of the American Medical Association; and 

WHEREAS, The present membership stratum is inconsistent with the 
democratic foundation and objectives of the American Medical Associ- 
ation; therefore be it 

Resolved, That the American Medical Association establish a single 
member classification, providing all active members with equal rights and 
privileges. 

REPORT OF REFERENCE COMMITTEE ON AMENDMENTS 
TO CONSTITUTION AND By-Laws 


Dr. Robertson Ward, Chairman, submitted the following re- 
port, which was duly adopted: 

To your reference committee were referred three resolutions 
having to do with single membership in the American Medical 
Association, involving the abandonment of Fellowship. These 
were introduced by Dr. Woodhouse of Ohio, Dr. McKittrick 
of Massachusetts and Dr. Earl of Minnesota. A very thorough 
discussion was held on the pros and cons, with the following 
result: That your reference committee approves the principle 
involved in these resolutions, especially as to eligibility of mem- 
bers to take part in organizational and scientific programs of 
the American Medical Association without the necessity of other 
than regular membership. Since there is a definite question of 
the advisability of abandoning the term “Fellowship,” it is the 
recommendation of your committee that this matter be referred 
to the standing committee of the House on Constitution and 
By-Laws, with instructions to prepare such changes in the Con- 
stitution and By-Laws, in consultation with the Board of Trus- 
tees, as may be necessary to carry out these recommendations, 
and with instructions to present these necessary changes to the 
House of Delegates at its next meeting. 


Resolution on Standardized Form for Reporting Health 
and Accident Cases 

Dr. George Earl, Minnesota, submitted the following reso- 
lution, which was referred to the Reference Committee on Mis- 
cellaneous Business: 

WuerEAS, Reporting health and accident cases to insurance companies 
could be simplified and expedited by one standard form, adopted by all 
insurance companies concerned with this form of coverage; and 


WuHerEAsS, The advantages of a single form would also increase the 
efficacy of procedures under the Workmen’s Compensation Law; therefore 
be it 


Resolved, That the problem of eliminating diversity of insurance report- 
ing forms be referred to the proper committee of the American Medical 
Association, with instructions to create a standardized form for reporting 
health and accident cases. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

In view of the various state laws, it would be difficult and 
physically impossible to have a standardized form that would 
comply with the laws of the 48 states. Your reference committee 
recommends that this matter be handled on an individual state 
level. Therefore, the reference committee disapproves this reso- 
lution. 


Resolution on Payment of American Medical Association Dues 


Dr. George Earl, Minnesota, presented the following reso- 
lution, which was referred to the Reference Committee on Mis- 
cellaneous Business: 


WHEREAS, There has been misunderstanding regarding the transition of 
the $25 payment to the American Medical Association, from the category 
of “special assessment” to “‘annual dues”; and 

WHEREAS, Many physicians who did not remit their 1950 dues and who 
now wish to become members and pay their 1951 dues, have been classi- 
fied as delinquent members and can no longer be members of the Ameri- 
can Medical Association until their 1950 dues have been paid; and 

WHEREAS, Many physicians were aware that the special assessment in 
1949 was not considered legally binding and, therefore, considered the 
Same to hold true of the 1950 payment; therefore be it 

Resolved, That the American Medical Association reconsider its deci- 
sion of December 1949 and accept payment of 1951 dues, regardless of the 
payment or nonpayment of 1950 dues. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Your reference committee recommends disapproval of this 
resolution. 


Resolutions on Publicizing American Medicine 


Dr. Edward P. Flood, New York, presented the following 
resolutions, which were referred to the Reference Committee 
on Legislation and Public Relations: 


WHEREAS, The American Medical Association wisely expended large 
sums of money to conduct its recent National Education Campaign; and 

Wuereas, Failure to follow up this campaign by repeated presentation 
of the true story of American medicine to the public may cost much of 
the advantage gained; and 

WHEREAS, Most physicians make substantial contributions annually to 
educational, welfare, religious and eleemosynary groups and this follow-up 
may be accomplished by purchasing advertising space in their journals, 
annuals and programs; and 

WHEREAS, The Principles of Medical Ethics rightfully precludes the use 
of this space for advertising the individual physician; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation hereby endorses the use of such advertising space for slogans which 
would advance the cause of American medicine; and be it further 

Resolved, That the Public Relations Bureau of the American Medical 
Association is hereby directed to draft a number of appropriate slogans 
for use by the members of the American Medical Association; and be it 
further 

Resolved, That said slogans be published in The Journal of the Ameri- 
can Medical Association with appropriate comment. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION 
AND PuBLIC RELATIONS 


Dr. L. G. Christian, Chairman, presented the following re- 
port, which was duly adopted: 

The resolutions introduced by Dr. Edward Flood of New 
York have been amended as follows: 


WuHereAS, The American Medical Association wisely expended large 
sums of money to conduct its recent National Education Campaign; and 

WHeRrEAS, Failure to follow up this campaign by repeated presentation 
of the true story of American medicine to the public may cost much of 
the advantage gained; and 

WHEREAS, Most physicians make substantial contributions annually to 
educational, welfare, religious and eleemosynary groups and this follow-up 
may be accomplished by purchasing advertising space in their journals, 
annuals and programs; and 

Wuereas, The Principles of Medical Ethics rightfully precludes the use 
of this space for advertising the individual physicians, but S not pre- 
clude the use of such space for such short slogans as would advance the 
cause of American medicine; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation hereby endorses the use of such advertising space for slogans; and 
be it further 
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Resolved, That the Public Relations Department of the American Medi- 
cal Association is hereby directed to draft a number of appropriate 
slogans for use by the members of the American Medical Association for 
this purpose. 


Your Committee approves this resolution as amended, and 
recommends its adoption. 


Resolutions on Emergency Medical Call Service 


Dr. Harold F. R. Brown, New York, presented the follow- 
ing resolutions, which were referred to the Reference Commit- 
tee on Insurance and Medical Service: 

WHEREAS, An emergency medical call service is of proven value both 
as a community public service and a means of good public relations be- 
tween a physician and his community; and 

Wuereas, Participation in such a service is not onerous if many physi- 
cians cooperate; and 

Wuereas, Every county medical society has been asked to operate such 
an emergency service; therefore be it 

Resolved, That every doctor below the age of 35 years, regardless of 
his type of practice, be urged to participate in his community’s emer- 
gency call plans; and be it further 

Resolved, That all national specialty boards be requested by the Secre- 
tary of the American Medical Association to facilitate such general partici- 
pation by assuring their members and potential members that they may 
participate in such a community activity without jeopardy to specialty 
ratings. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. William R. Brooksher, Chairman, presented the follow- 
ing report, which was duly adopted: 

Your committee recommends approval of these resolutions 
with the provision that they be amended to read that all national 
specialty boards be requested by the American Medical Asso- 
ciation to facilitate such general participation by assuring their 
members and potential members that they may participate in 
such a community activity without jeopardy to specialty ratings. 


Resolution on Communism 


Dr. L. A. Alesen, California, submitted the following reso- 
lution, which was referred to the Reference Committee on Mis- 
cellaneous Business: 


Wuereas, The American Medical Association and its constituent state 
and component county societies have taken the lead in a nationwide fight 
to regain and preserve for Americans their birthright of individual free- 
dom; and 

Wuezreas, In a time of clear and present danger, there is no place for 
neutrality; therefore be it 

Resolved, That the American Medical Association hereby expresses 
its supreme contempt for and its unalterable opposition to communism, 
nazism, fascism, state socialism, or any other form of collectivism, be- 
cause these philosophies and the social and economic orders representing 
them violate nature’s fundamental age-old principle of individual responsi- 
bility and therefore can never produce anything but human poverty, 
misery and ultimate moral and spiritual disintegration. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Andrew A. Eggston, Chairman, submitted the following 
report, which was adopted unanimously: 

Resolution on Communism: Your Reference Committee 
wishes to offer the present substitute motion which amounts to 
a rewording of the original resolution: 

WHEREAS, The American Medical Association and its constituent state 
and component county societies have taken the lead in a nationwide fight 


to regain and preserve for Americans their birthright of individual free- 
dom; therefore be it 

Resolved, That the American Medical Association hereby expresses its 
unalterable opposition to communism, nazism, fascism, state socialism or 
any other form of collectivism, because these philosophies and the social 
and economic orders representing them violate the principles on which 
this country was founded. 


Your Reference Committee recommends approval of this sub- 
stitute resolution. 


Proposed Amendment to By-Laws, Chapter IX, Section 1 (B) 
Dr. J. P. Wall, Mississippi, presented the following proposed 
amendment to Chapter LX, Section 1(B), which was referred 
to the Reference Committee on Amendments to Constitution 
and By-Laws: 
Amend Chapter IX, Section 1 (B) by adding to the first para- 
graph the following sentence: 
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“Past Presidents of the American Medical Association shall 
serve for a period of five years immediately following their 
tenure of the presidency of the American Medical Association.” 

So amended, the first paragraph of Section 1 (B) of Chapter 
IX of the By-Laws would read as follows: 

Term—Delegates and alternates from constituent associations, sections, 
the United States Army, the United States Navy, the United States Air 
Force, the United States Public Health Service and the Veterans Admin- 
istration shall be elected or appointed, as the case may be, for two year 
terms and shall assume office on January 1 of the year succeeding their 
election or appointment, except that incumbent delegates on the date of 
the adoption of these By-Laws shall serve until their successors are elected 
and assume office. Constituent associations entitled to more than one 
representative shall elect them so that one half the number, as near as 
may be, are elected each year. Past Presidents of the American Medical 
Association shall serve for a period of five years immediately following 
their tenure of the presidency of the American Medical Association. 


REPORT OF REFERENCE COMMITTEE ON AMENDMENTS 
TO CONSTITUTION AND By-Laws 

Dr. Robertson Ward, Chairman, submitted the following re- 
port, which was duly adopted by a standing vote, and referred 
by the Speaker to the Interim Committee on Constitution and 
By-Laws for proper wording: 

Resolution presented by Dr. Wall of Mississippi making Past 
Presidents of the American Medical Association members of the 
House of Delegates for five years, with power to vote: It will 
be remembered that a similar resolution, which did not limit 
membership in the House, was rejected at our last session. It is 
felt by your committee that the five year limitation included 
in this resolution has eliminated the objectionable features of 
the previous resolution, and that this resolution should now be 
accepted. The acceptance and implementation of this resolution 
requires the folowing changes in the Constitution: 

Article 6, Section 2, referring to the composition of the House 
of Delegates, shall be changed by substituting a comma for 
“and” at the end of the second line, and adding to the sentence, 
after “as the case may be, of the respective service,” the words 
“and the five immediate Past Presidents of the American Medi- 
cal Association.” The following sentence shall be changed to 
read: “The general officers, the Past Presidents of the Associa- 
tion (excluding the five immediate Past Presidents), the General 
Manager”, etc. Since this is a change in the Constitution, it is 
now introduced and will have to lay over until the next session, 


at which time a change in the By-Laws will need to be made. 


Resolution on Emeritus and Retired Membership 


Dr. Warren W. Furey, Illinois, presented the following 
resolution, which was referred to the Reference Committee on 
Amendments to Constitution and By-Laws: 


WHEREAS, Many component county and several constituent state medical 
societies have classes of non-dues-paying members such as retired and 
emeritus; and 

WHEREAS, Some such members have been relieved of dues because of 
disability and loss of income; and i 

WHEREAS, The recent action of the House of Delegates of the American 
Medical Association in adopting dues for all members except in hard- 
ship cases; and 

Wuereas, Such membership dues are a hardship in many cases of 
retired members; and 

WuereEas, Such membership dues do detract from the honor and dis- 
tinction accorded emeritus and like members; therefore be it 

Resolved, That the House of Delegates of the Illinois State Medical 
Society be urged to present a resolution to the American Medical Asso- 
ciation at its annual meeting, recommending that the Constitution and 
By-Laws Committee of that body arrange for classes of membership for 
both retired and emeritus members with relief from payment of dues in 
the American Medical Association. 


REPORT OF REFERENCE COMMITTEE ON AMENDMENTS TO 
CONSTITUTION AND By-Laws 

Dr. Robertson Ward, Chairman, presented the following re- 
port, which was duly adopted: 

Resolution on Emeritus and Retired Membership: This resolu- 
tion was approved by the committee in principle and is referred 
to the Interim Committee on Constitution and By-Laws for 
implementation. 


Resolution on Abolishment of “Fellowship” in the 
American Medical Association 
Dr. George A. Woodhouse, Ohio, presented the following 
resolution, which was referred to the Reference Committee on 
Amendments to Constitution and By-Laws: 
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WHEREAS, There is confusion, misunderstanding and criticism among 
many members of the American Medical Association regarding ‘‘Fellow- 
ship”; and 

WHEREAS, In the opinion of many members, “Fellowship” is now un- 
necessary inasmuch as all active members of the American Medical 
Association are now provided with issues of THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION and permitted to attend sessions of the 
American Medical Association as a part of their membership privileges; 
and 


WHEREAS, Many active members believe that payment of special ‘‘Fellow- 
ship dues” should not be required of an active member in order for him 
to become eligible to be a program participant or to serve in the House 
of Delegates or as an official of the American Medical Association; and 


Wuereas, The relationship between the American Medical Association 
and its members would be improved by establishing a single membership 
classification which would entitle all members to uniform and equal 
benefits and privileges; and 


WHEREAS, The contention that “Fellowship’’ is necessary in order to give 


the American Medical Association certain control over matters of pro- 
fessional conduct and ethics is untenable for the reason that a physician 
who is unworthy of “Fellowship” is, and should be considered, unfit for 
membership; therefore be it 


Resolved, That the House of Delegates of the American Medical Associ- 
ation in annual session in Atlantic City, June 11 to 15, 1951, favors the 
elimination of that classification of members known as “Fellowship” and 
instructs the Board of Trustees to prepare appropriate amendments to the 
Constitution and By-Laws for action by the House of Delegates at the 
next session of the American Medical Association. 


(For the report of Reference Committee on Amendments to 
Constitution and By-Laws see its report on Resolution on Estab- 
lishment of Single Membership Classification.) 


Resolution on Dissemination of Health Insurance News 


Dr. George A. Woodhouse, Ohio, presented the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 


WHEREAS, Extension of voluntary health insurance is a most important 
Part of the program of the American Medical Association; and 

WHEREAS, Other groups active in this field have the advantage of coordi- 
nation on a nation-wide level, while the medical profession’s activities are 
planned and implemented in state and county medical societies; and 

WHEREAS, There is no present medium whereby significant progress in 
this field is brought promptly to the attention of practitioners and to 
their representatives responsible for fostering and extending voluntary 
insurance; now therefore be it 


Resolved, That the American Medical Association arrange for regular 
dissemination of health insurance news in a publication of the American 
Medical Association. 


(For report of Reference Committee on Insurance and Medi- 
cal Service see its report under Report and Supplementary Re- 
port of Council on Medical Service.) 


Resolution on Distribution of Interns 


Dr. George A. Woodhouse, Ohio, presented the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 


WHEREAS, The continuing unequal distribution of interns between the 
university and non-university hospitals is becoming more glaringly apparent, 
the university hospitals having one intern to each 21% beds while the non- 
university hospitals have only one intern to every 60 beds; and 

WHEREAS, The non-university hospitals are caring for 75% of the total 
patients at present and would be called on to shoulder an even larger 
percentage of the case load in event of a civilian disaster; and 


WHEREAS, This situation of intern shortage in the non-university hospitals 
has been referred to a committee of the American Medical Association 
for study and remedial recommendations; and 


WHEREAS, To date there have been no suggested methods of relief forth- 
coming from this committee; therefore be it 
Resolved, That the American Medical Association Committee on Train- 


ing of Interns expedite the preparation of a report containing practical 
suggestions toward the immediate solution of this critical intern problem. 


(For the report of the Reference Committee on Medical Edu- 
cation and Hospitals see its report under Resolution on Distri- 
. bution of Interns previously submitted.) 
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Resolution on Dissemination of Factual Information Pertaining 
to the Practice of Medicine 


Dr. George A. Woodhouse, Ohio, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 


WHEREAS, False and misleading information is being disseminated in 
popular magazines regarding the practice of medicine in hospitals and the 
policies of the American Medical Association; be it hereby 

Resolved, That the American Medical Association be requested to take 
immediate steps to inform and educate effectively the public, hospital 
trustees and the medical profession as to the facts pertaining to the 
practice of medicine in hospitals and the American Medical Association 
principles governing the same. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Andrew A. Eggston, Chairman, stated that the Reference 
Committee on Miscellaneous Business recommends the approval 
of the resolution and the report was duly adopted. 


Resolution on Publicizing Plans of 
American Medical Association 


Dr. George A. Woodhouse, Ohio, submitted the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 


WHEREAS, The prospect of an insufficient number of physicians to serve 
the people of the United States in the next ten to twenty years has been 
given widespread publicity through newspapers and magazines and by 
radio; and 


WHEREAS, The reasons for predicting a shortage of doctors as outlined 
in these various articles appear reasonable and understandable because of 
the arguments presented; and 


WHEREAS, The American Medical Association is accused of obstructing 
plans for increasing the training program for physicians; therefore be it 


Resolved, That the American Medical Association prepare specific 
replies to these arguments, pointing out in detail the plans the Association 
has to combat or forestall the anticipated shortage and, furthermore, that 
efforts be made to have statements on this question publicized by the 
press and radio for the purpose of acquainting the public with the 
American Medical Association plans. 


Resolution on Standards of Qualifications to Permit Physicians 
to Apply Radium in Hospitals 


Dr. E. P. Pendergrass, Section on Radiology, presented the 
following report, which was referred to the Reference Com- 
mittee on Medical Education and Hospitals: 

WHEREAS, The matter of formulating desirable standards of qualifica- 
tions to permit physicians to apply radium in hospitals has presented a 
problem to many hospital staffs; and 

WuHerEAS, The physicians on such staffs look to the American Medical 
Association for guidance in matters of this sort; and 

WHEREAS, A committee of radiation therapists has embodied its recom- 
mendations in a report on this specific question; therefore be it 

Resolved, That the American Medical Association adopt and disseminate 
the attached report on desirable standards of qualifications to permit 
physicians to apply radium in hospitals. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOspPITALS 


Dr. William Bates, Chairman, presented the following report, 
which was duly adopted: 

Your Reference Committee on Medical Education and Hos- 
pitals wishes to report on the resolution presented from the Sec- 
tion on Radiology by the delegate from that section, Dr. E. P. 
Pendergrass. This consisted of a set of standards signed by five 
members of the American College of Radiology, to formulate 
desirable standards of qualifications to permit physicians to 
apply radium in hospitals. These standards are as follows: 

Radium element, its disintegration products, as well as radio- 
active isotopes, should be under the supervision of one certified 
in radiology or therapeutic radiology. 

Any department of radiology recognized for the training of 
candidates for the certificate in radiology or therapeutic radiol- 
ogy, should have available an adequate supply of radium suitable 
for surface and interstitial application. 

Ideally, such a department should have a physicist qualified 
in radiation physics by the Board of Radiology, preferably as 
a full time member of the department; such a physicist to be 
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available in consultation for dosage problems involving radium 
as well as responsible for the safe housing of radioactive isotopes, 
the protection of patient and personnel, and the disposal of waste 
products. 

No one shall be permitted to use radium, its derivatives, or 
radioactive isotopes unless screened and approved by the director 
of the department. 

Where this is not practicable, the house staff should consult 
the nearest advisory committee on radium and radioactive iso- 
topes, composed of a therapeutic radiologist, a physicist, a gyne- 
cologist, a urologist, a surgeon, and an internist, each certified 
by his respective board. 

This committee shall determine who, from experience and 
training, shall be permitted to use these modalities and under 
what conditions. If, after permission to use these substances is 
granted, a staff member applies the same in a manner not con- 
sonant with current knowledge, then their use in the future 
should be denied him. 

Just as the chief surgeon supervises the work of the staff 
surgeons under him, recommending the dismissal of an incom- 
petent operator, similarly the director of the department of 
radiology, where he is solely in charge of radium and radio- 
active isotopes or the committee on radium, etc., should have 
the power to refuse radium and radioactive isotopes to anyone 
who has proved incompetent in their use. 

The American Board of Radiology has for a good while dis- 
continued any effort at certifying persons in the therapeutic use 
of radium only, recognizing that certification in radiology or 
therapeutic radiology of necessity entails a knowledge and ex- 
perience with both x-rays and radium. 

The government agencies having to do with providing and 
lending radium to institutions, such as the National Institutes 
of Health, insist on the man in charge being certified by the 
American Board of Radiology before they will provide facilities 
including radium for use in that institution. 

It is true that certification in radiology or therapeutic radiol- 
ogy does not of itself make one a therapeutic radiologist, but 
such certification or its equivalent would seem to be the mini- 
mum requirement for one to be granted the use of radium or 
its derivatives. Certification plus experience, to be sure, is the 
ideal. 

It is the opinion of this committee that matters of certifica- 
tion in radiation and regulation of standards pertaining thereto 
are the province of the American Board of Radiology. Other 
organizations will in the interest of patient care wish to en- 
courage and maintain such standards and dissuade tendencies 
that would break them down. 

The original called for “Where this is not practicable a com- 
mittee on radium and radioactive isotopes shall be established, 
composed of a therapeutic radiologist, a physicist, a gynecolo- 
gist, a urologist, a surgeon and an internist each certified by 
his respective board.” 

Your committee feels that if this is to be distributed through 
the Council on Medical Education and Hospitals, it should read 
as follows: 

Where this is not practicable, the hospital staff should consult 
the nearest advisory committee on radium and radioactive iso- 
topes, composed of a therapeutic radiologist, a physicist, a gyne- 
cologist, a urologist, a surgeon and an internist, each certified by 
his respective board or of comparable ability. 

Your committee commends the Section on Radiology on this 
suggested set of standards and recommends that this House of 
Delegates refer this matter to the Council on Medical Educa- 
tion and Hospitals with the recommendation for distribution 
to hospitals in the United States. 


Resolution on Delinquent 1950 Dues 


Dr. John K. Glen, Texas, submitted the following resolution, 
which was referred to the Reference Committee on Miscellan- 
eous Business: 


Wuereas, The present requirements of membership in the American 
Medical Association require that all delinquent dues be paid to the Asso- 
ciation before such membership may be retained; and 

WuHereas, Through no fault of their own, certain former members of the 
Association find themselves delinquent in their 1950 dues; and 

WHEREAS, These policies in certain circumstances are detrimental to the 
best interests of the profession and therefore to the public; now be it 

Resolved, That the House of Delegates of the American Medical Asso- 

i request the Board of Trustees to re-evaluate the position of the 
American Medical Association regarding delinquent 1950 dues. 


J.A.M.A., July 7, 1951 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Andrew A. Eggston, Chairman, reported that the Refer- 
ence Committee on Miscellaneous Business approves the reso- 
lution, and the report was duly adopted. 


Resolution on Free Speech 


Dr. L. S. McKittrick, Massachusetts, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 


WHEREAS, Freedom of thought and of expression of ideas are funda- 
mental to the way of life of Americans; and 

WHEREAS, Free discussion of controversial matters is a carefully guarded 
prerogative of scientists; and 

WHEREAS, It has been alleged by certain critics that the editorial policy 
of the American Medical Association has resulted in the restriction or 
exclusion from publication of the views of minority groups of physicians 
in certain areas of discussion; therefore be it 

Resolved, That the House of Delegates directs that THE JOURNAL OF 
THE AMERICAN MEDICAL ASSOCIATION welcome and provide space for the 
considered discussion from varying points of view on problems pertaining 
to medical education and the availability, cost, distribution and organiza- 
tion of medical services. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Andrew A. Eggston, Chairman, submitted the following 
report, which was duly adopted: 

Your reference committee wishes to offer a substitute reso- 
lution, which has been accepted by the Massachusetts delegation: 

Wuereas, It has been alleged that minority opinion is restricted or 
excluded from publication in THE JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation reaffirms that it is the present policy to publish in THE JOURNAL 
OF THE AMERICAN MEDICAL ASSOCIATION considered discussion of contro- 
versial medical matters submitted by member physicians. 


Your reference committee recommends the approval of the 
substitute resolution. 


Resolution on Membership and Fellowship 


Dr. L. S. McKittrick, Massachusetts, submitted the following 
resolution, which was referred to the Reference Committee on 
Amendments to Constitution and By-Laws: 


Wuereas, The distinction between “Fellowship” and “membership” in 
the American Medical Association is causing dissatisfaction and confusion 
among members; and 

WHEREAS, The relationship between the American Medical Association 
and its members would be improved by establishing a single membership 
classification which would entitle all members to uniform and equal bene- 
fits and privileges; and 

Wuereas, Circumstances no longer warrant continuation of an artificial, 
unnecessary and undemocratic distinction between ‘‘Fellowship’’ and 
“membership”; and 

WHEREAS, Harmony among members and efficiency in the organization 
would be promoted by a discontinuance of the double classification; there- 
fore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation in annual session at Atlantic City, June 11-14, 1951, favors the 
elimination of that class of membership known as ‘Fellowship’’ and in- 
Structs the Board of Trustees to prepare appropriate amendments to the 
Constitution and By-Laws for action by the House of Delegates at the 
next session of the American Medical Association. 


(For report of Reference Committee on Amendments to Con- 
stitution and By-Laws, see its report under Resolution in Single 
Membership Classification.) 


Resolution on Raising Funds 


Dr. Warren L. Allee, for the Missouri delegation submitted 
the following resolution, which was referred to the Reference 
Committee on Miscellaneous Business: 

WHEREAS, The need for funds for the activities of this Association is 
of extreme interest to all members of the House of Delegates; therefore 
be it 

Resolved, That the suggestion of Dr. Roland Klemme of St. Louis of a 


unique method of fund raising be given consideration by this House of 
Delegates. 


REPORT OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUSINESS 


Dr. Andrew A. Eggston, Chairman, presented the following 
report which was duly adopted: 
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Your reference committee has listened intently to the excel- 
lent presentation by Dr. Klemme on the subject of fund raising. 
Because of the possibilities of many entanglements of adver- 
tising, business and finance, your reference committee, after due 
consideration, does not believe that the House of Delegates 
should consider this matter at this time, and therefore does not 
approve of the resolution. 


Report of Interim Committee on Constitution and By-Laws 


Dr. Joseph D. McCarthy, Chairman, presented the following 
report, which was referred to the Reference Committee on 
Amendments to Constitution and By-Laws: 

Your Interim Committee on Constitution and By-Laws pre- 
sents the following amendments to the Constitution and By- 
Laws for your consideration. 


AMENDMENTS TO CONSTITUTION 

The following amendments to the Constitution were intro- 
duced at the Clinical Session of the House of Delegates Decem- 
ber 5-8, 1950, and are now submitted for your consideration: 

Amendment to Article 5, Section 1, (B): This section of 
Article 5 has been re-edited. The intent has not been altered 
and your committee recommends that this section be considered 
during this meeting rather than held over until the next Clinical 
Session. The re-edited section reads as follows: 

Associate membership in the American Medical Association 
shall be limited to those members of the constituent associations 
who are ineligible for active membership in the American Medi- 
cal Association as defined in Article 5, Section | (A) and who 
hold the degree of Doctor of Medicine or Bachelor of Medicine 
subject to provisions of the By-Laws. 

Amendment to Article 5, Section 1: Add the following new 
paragraph (C): (C) A member shall retain his active or asso- 
ciate membership as long as he complies with the provisions of 
the Constitution and By-Laws and with the Principles of Medi- 
cal Ethics of the American Medical Association. 

Amendment to Article 6, Section 2: Your committee recom- 
mends that amendment to this section of Article 6 be amended 
tc read as follows and be held over until the next session of the 
House of Delegates inasmuch as an addition has been made by 
your committee which alters the intent as contained in the section 
when read during the immediate past Clinical Session. 

The general officers, the Past Presidents of the Association, 
the General Manager, the Assistant Secretary and the Editor of 
THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, the 
chairmen of the several standing committees and two delegates 
elected by the Student American Medical Association shall be 
ex officio members of the House of Delegates without the right 
to vote. 

Amendment to Article 6, Section 3: Your committee recom- 
mends that the amendment to this section of Article 6 be held 
over until the next session of the House of Delegates inasmuch as 
an addition has been made by your committee which alters the 
intent as contained in the section read during the immediate past 
Clinical Session: 

The number of delegates from the constituent associations 
shall be proportional to the number of active members of the 
American Medical Association in the respective constituent 
associations as provided in the By-Laws. 

Amendment to Article 11.—Funds: Dues and Assessments: 
Amend first sentence to read: Funds may be raised by equal 
annual dues or by assessment on each of the active members 
on recommendation by the Board of Trustees and after approval 
by the House of Delegates. 


AMENDMENTS TO THE BY-LAWS 


These amendments, introduced today, may be considered 
for disposition tomorrow by the House of Delegates. 

Amendment to Chapter 1, Division One: Reword this Chapter 
to read: 

Members in good standing of the constituent associations of 
the American Medical Association are eligible for either active 
membership or associate membership in the American Medical 
Association, provided they possess the qualifications set forth in 
Article 5 of the Constitution and after they have been certified 
officially for enrolment by the secretaries of their constituent 
associations to the Secretary of the American Medical Asso- 
ciation. 
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Delete the last sentence of this Chapter, which pertains to 
the revision of the Constitution and By-Laws in 1947 and is 
now obsolete. 

Amendment to Division One, Chapter II, Section 2. Dues: 
Annual dues may be prescribed for the ensuing calendar year 
in an amount recommended by the Board of Trustees and ap- 
proved by the House of Delegates. Each active member shall 
pay said annual dues to the constituent association for trans- 
mittal to the Secretary of the American Medical Association. 

Dues will include subscription to THE JOURNAL OF THE AMERI- 
CAN MEDICAL ASSOCIATION. 

The Board of Trustees may excuse a member from payment 
of dues for the following reasons, provided he is fully or par- 
tially excused from the payment of local dues by his component 
and constituent associations. 

(A) Members on whom the payment of dues would work a 
financial hardship. This fact must be certified to by the secretary 
of the member’s component society; 

(B) Members retired from practice; 

(C) Interns and residents during the first five years following 
graduation except that the time spent in the military service 
may be excluded in calculating the five-year limit; 

(D) A member temporarily in the Armed Forces. Dues will 
be remitted and prorated January 1 or July | following the date 
of the member’s entrance into military service. 

(E) Members over 70 years of age may be excused, on request, 
from the payment of American Medical Association dues re- 
gardless of local dues exemptions. 

Amendment to Division Two, Chapter VII, Section 1. Titles: 
This merely provides recognition of the newly created Section 
on Military Medicine. Amend so that paragraph 20 reads “Mili- 
tary Medicine” and paragraph 21, “Miscellaneous Topics.” 

Amendment to Division Three, Chapter LX, Section 1. Dele- 
gates: (A) Qualifications—In order to be eligible for election 
to membership in the House of Delegates a physician must have 
been (1) a member of the American Medical Association and a 
Member Fellow or (2) a Service Fellow of the Scientific Assem- 
bly for at least the two years immediately preceding the session 
of the House of Delegates in which he is to serve. 

Amendment to Division 3, Chapter LX, Section 1 (C) by de- 
leting the words “dues paying.” This is made so that there will 
not be conflict with Article 6, Section 3, of the Constitution. 

Amendment to Division Three, Chapter IX, Section 1 (E): 
It is recommended that this section be amended to read: 
(E) Status After Seating —A delegate whose credentials have 
been accepted by the Reference Committee on Credentials and 
whose name has been placed on the roll of the House shall re- 
main a delegate until final adjournment of that session. If a 
delegate is unable to be present on account of sickness or any 
other emergency, his place may be taken by his alternate if ap- 
proved by the Credentials Committee. After the alternate has 
been seated he cannot be replaced. 

Amendment to Division Three, Chapter X, Section 4:—This 
amendment has to do with a typographical error. Standing Com- 
mittees. Delete the word “Councils” from title. 

Amendment to Division Three, Chapter X, Section 4 (B): 
The Secretary of the American Medical Association is an ex 
officio member of all standing committees; therefore delete the 
word “Secretary” in line 3, page 30. 

Amendment to Division Three, Chapter X, Section 5 (D): 
Change “(13) Miscellaneous Business” to “(14) Miscellaneous 
Business” and add a new (13) Medical Military Affairs, to which 
shall be referred all matters relating to military affairs or 
civilian defense. 

Amendment to Division Three, Chapter 13, Section 4 (C) (BE) 
and (F): This amendment has to do with punctuation. Delete 
periods and insert semicolons at the end of paragraphs (C), (EB), 
and (FP). 


RECOMMENDATIONS FROM THE INTERIM COMMITTEE ON 
CONSTITUTION AND BY-LAWS RELATIVE TO MATTERS 
REFERRED BY THE REFERENCE COMMITTEE ON 
AMENDMENTS TO CONSTITUTION AND BY-LAWS 
AT THE 1950 CLINICAL SESSION OF THE 
HOUSE OF DELEGATES 


The reference committee at the previous session re¢om- 
mended that the resolution of the Rhode Island Medical Society 
relative to the number of delegates in the constituent associa- 
tions having fewer than 1,000 members be not adopted but that 


146 
51 


938 THE ATLANTIC CITY SESSION 


the problem be referred to the Interim Committee on Constitu- 
tion and By-Laws for further study. This recommendation was 
approved by the House of Delegates. Your Interim Committee 
on Constitution and By-Laws concurs with the decision of the 
reference committee as adopted by the House of Delegates but 
at this time is unable to provide a solution of the problem. 

Your committee has considered the recommendations of the 
reference committee regarding the voting rights of ex officio 
members of committees. An ex officio member, according to 
Robert’s Rules of Order (Revised) has the right to vote unless 
otherwise specifically prohibited. It is the opinion of your com- 
mittee that any organization has the right to determine whether 
or not an ex officio member of a committee has or has not the 
right to vote. Your committee would point out that in the Con- 
stitution and By-Laws of the American Medical Association this 
practice has been observed. 

The Reference Committee on Amendments to Constitution 
and By-Laws of the immediate past Clinical Session recom- 
mended that the resolution introduced by Dr. William R. Brook- 
sher, Arkansas, be referred back to the Interim Committee on 
Constitution and By-Laws for further study. This resolution had 
to do with the amendment of Division Three, Chapter XIII, Sec- 
tion 1, of the By-Laws. In this resolution it was recommended 
that this section be amended to read “The Board of Trustees shall 
consist of nine elected trustees as provided in Article 7 of the 
Constitution, the President and President-Elect. The Vice Presi- 
dent, the Secretary, the Treasurer, the Speaker, the Vice Speaker, 
the General Manager and the Editor of THe JouRNAL may attend 
meetings of the Board. Your committee recommends that this 
resolution be not adopted. 

The reference committee also recommended that the Interim 
Committee on Constitution and By-Laws “interpret and clarify” 
the term “executive session.” Division Three, Chapter LX, Sec- 
tion (C)—(3) of the By-Laws reads as follows: An executive ses- 
sion shall be limited to the members of the House of Delegates 
as defined in Article 6, Section 2, of the Constitution and to such 
administrative employees of this Association and of the House 
of Delegates necessary for the functioning of the House. This 
section of the By-Laws as interpreted by your committee is 
definite in its intent, and your Committee is unable at this time 
to add anything which would provide further clarification. 


REPORT OF REFERENCE COMMITTEE ON AMENDMENTS 
TO CONSTITUTION AND By-Laws 


Dr. Robertson Ward, Chairman, presented the following re- 
port, dealing with amendments to the Constitution, which was 
duly adopted and the two amendments to Article 5, Section 1 
were declared made to the Constitution while the amendments 
to Article 6 Sections 2 and 3 hold over until the next session: 

The final matter for the consideration of your reference 
committee was the report of the Chairman of the Interim Com- 
mittee on Constitution and By-Laws, Dr. Joseph McCarthy of 
Nebraska. I will reread this report and give the recommenda- 
tions of the Committee on each item contained therein: 

Your Interim Committee on Constitution and By-Laws pre- 
sents the following amendments to the Constitution and By- 
Laws for your consideration. 


AMENDMENTS TO CONSTITUTION 


The following amendments to the Constitution were intro- 
duced at the Clinical Session of the House of Delegates Dec. 
5-8, 1950, and are now submitted for your consideration: 

Article 5, Section 1 (B): This section of article 5 has been 
re-edited. The intent has not been altered and your Committee 
recommends that this Section be considered during this meeting 
rather than held over for the next Clinical Session. The re-edited 
section reads as follows: 

Associate membership in the American Medical Association 
shall be limited to those members of the constituent associations 
who are ineligible for active membership in the American Medi- 
cal Association as defined in Article 5, Section 1 (A) and who 
hold the degree of Doctor of Medicine or Bachelor of Medicine 
subject to provisions of the By-Laws. 

Your committee approves the above recommendation. 

Article 5, Section 1: Add (C): 

Your committee recommends adoption of this amendment to 
Article 5, Section 1 by the addition of “(C) A member shall re- 
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tain his active or associate membership as long as be complies 
with the provisions of the Constitution and By-Laws and with 
the Principles of Medical Ethics of the American Medical Asso- 
ciation.” 

Article 6, Section 2: 


Your Interim Committee recommends that this Section of 
Article 6 be held over until the next session of the House of 
Delegates, inasmuch as an addition has been made by your 
committee which alters the intent as contained in the Section 
when read during the immediate past Clinical Session. 

Since the Interim Committee made the change of adding the 
Assistant Secretary, and since you have just adopted the change 
involving the immediate five Past Presidents, the following 
change in the Constitution must lie over until the next Interim 
Session, and your reference committee so recommends: 

The general officers, the Past Presidents of the Association 
(excluding the immediate past five), the General Manager, the 
Assistant Secretary, and the Editor of THe JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION, the chairmen of the several 
standing committees, and two delegates elected by the Student 
American Medical Association shall be ex officio members of 
the House of Delegates, without the right to vote. 

Article 6, Section 3: 


Your Interim Committee has recommended that this Section 
of Article 6 be held over until the next meeting of the House 
of Delegates, inasmuch as an addition has been made by your 
committee which alters the intent as contained in the section 
when read during the last Clinical Session. 

The number of delegates from the constituent associations 
shall be proportional to the number of active members of the 
American Medical Association in the respective constituent 
associations as provided in the By-Laws. 

Your reference committee approves this action. 

Dr. Ward then read the report of the committee on the pro- 
posed amendments to the By-Laws as follows, which was duly 
adopted: 

Amendment to Division One, Chapter I: Your committee 
recommends adoption of the amendment to Division One, 
Chapter I, to read: 


Members in good standing of the constituent associations of 
the American Medical Association are eligible for either active 
membership or associate membership in the American Medical 
Association, provided they possess the qualifications set forth 
in Article 5 of the Constitution and after they have been certi- 
fied officially for enrolment by the secretaries of their constitu- 
ent associations to the Secretary of the American Medical Asso- 
ciation. 

The last sentence of this Chapter as it reads at the present 
time, which pertains to the revision of the Constitution and 
By-Laws in 1947, is now obsolete and is recommended for 
deletion. 

The reference committee approved the amendments to Divi- 
sion One, Chapter II, Section 2: Dues, to read: 

Annual dues may be prescribed for the ensuing calendar year 
in an amount recommended by the Board of Trustees and ap- 
proved by the House of Delegates. Each active member shall 
pay said annual dues to the constituent association for trans- 
mittal to the Secretary of the American Medical Association. 

Dues will include subscription to The Journal of the Ameri- 
can Medical Association. 

The Board of Trustees may excuse a member from payment 
of dues for the following reasons, provided he is fully or par- 
tially excused from the payment of local dues by his component 
and constituent associations. 

(A) Members on whom the payment of dues would work a 
financial hardship. This fact must be certified to by the secre- 
tary of the member’s component society; 

(B) Members retired from active practice; 

(C) Interns and residents during the first five years following 
graduation, except that the time spent in the military service 
may be excluded in calculating the five-year limit; 

(D) A member temporarily in the Armed Forces. Dues will 
be remitted and prorated January 1 or July 1 following the date 
of the member’s entrance into military service. 

(E) Members over 70 years of age may be excused, on re- 
quest, from the payment of American Medical Association dues, 
regardless of local dues exemptions. 
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Your committee approves of the amendment to Division 
Two, Chapter VII, Section 1. Titles, which merely provides 
recognition of the newly created Section on Military Medicine. 
Amend so that paragraph 20 reads: “Military Medicine” and 
paragraph 21 “Miscellaneous Topics.” 


Your committee approves of the amendment to Division 
Three, Chapter IX, Section I. Delegates, to read: 


“(A) Qualifications—In order to be eligible for election to 
membership in the House of Delegates, a physician must have 
been (1) a member of the American Medical Association and a 
Member Fellow or (2) a Service Fellow of the Scientific Assem- 
bly for at least the two years immediately preceding the session 
of the House of Delegates in which he is to serve. 


Your committee approves of the amendment to Division 
Three, Chapter IX, Section I (C) by the deletion of the words 
“dues paying” in the first sentence. This amendment is made 
so that there will not be conflict with Article 6, Section 3 of the 
Constitution, if adopted at the next session. 

Division Three, Chapter 1X, Section I (E)—Status After Seat- 
ing: 

Your reference committee recommends adoption of this 
amendment with addition of two words for clarification, with- 
out changing the sense or meaning of this section, so that it will 
read: 


(E) Status After Seating —A delegate whose credentials have 
been accepted by the Reference Committee on Credentials and 
whose name has been placed on the roll of the House shall re- 
main a delegate until final adjournment of that session. If a 
delegate, once seated, is unable to be present on account of 
sickness or any other emergency, his place may be taken by his 
alternate if approved by the Credentials Committee. After the 
alternate has been seated he cannot be replaced. 


The reference committee approves of the deletion of the 
word “Councils” from the title in Division Three, Chapter X, 
Section 4. 

Your committee approves of the deletion of the words “the Sec- 
retary” in line 3, page 30, of Section 4 (B), Chapter X, Division 
Three, since the Secretary of the American Medical Association 
is an ex officio member of all standing committees. 


Your committee approves of the amendment to Division 
Three, Chapter X, Section 5 (D) by the deletion of periods and 
the insertion of semicolons at the end of paragraphs (C), (EB) 
and (F). 

RECOMMENDATIONS 

Your committee concurs with the decision of the Interim 
Committee on Constitution and By-Laws with respect to the 
resolution of the Rhode Island Medical Society at the Cleveland 
Clinical Session, as follows. 


Your present reference committee approves the following 
definition of ex officio members as submitted by the Interim 
Committee: 


Your interim committee has considered the recommenda- 
tions of the reference committee regarding the voting rights of 
ex Officio members of committees. 


An ex officio member, according to Robert’s Rules of Order 
(Revised) has the right to vote unless otherwise specifically pro- 
hibited 

It is the opinion of your committee that any organization 
has the right to determine whether or not an ex officio member 
of a committee has or has not the right to vote. This committee 
would point out that in the Constitution and By-Laws of the 
American Medical Association this practice has been observed. 


The Reference Committee on Amendments to the Constitution 
and By-Laws at the Clinical Session in December recommended 
that the Interim Committee on Constitution and By-Laws “inter- 
pret and clarify” the term “executive session.” Division Three, 
Chapter LX, Section 3 (C) (3) of the By-Laws reads as follows: 


An executive session shall be limited to the members of the 
House of Delegates as defined in Article 6, Section 2, of the 
Constitution and By-Laws and to such administrative employees 
of this Association and of the House of Delegates necessary 
for the functioning of the House. 
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This section of the By-Laws as interpreted by your com- | 
mittee is definite in its intent and your committee is unable at 
this time to add anything which would provide further clarifica- 
tion. 

With this, your present reference committee is in complete 
accord. 


Supplementary Report of Board of Trustees Presenting 
Resolution on Civilian Control of Medical 
and Health Affairs 

Dr. Louis H. Bauer, Chairman, Board of Trustees presented 
the following resolution from its Council on National Emer- 
gency Medical Service, which was referred to the Reference 
Committee on Emergency Medical Service: 

Resolved, That the American Medical Association make clear and un- 
equivocal its belief in the fundamental principle outlined in the National 
Security Act of 1947 that civil authority must ever govern and control 
the nation’s means of its own defense; and in line with this fundamental 
principle of our democracy the Association commit its full power and 
influence to insure perpetuation of the policy established by the first 
Secretary of Defense, James Forrestal, and reaffirmed and supported in 
turn by Secretaries Louis Johnson and George C. Marshall to the end 
that civilian control in medical and health matters shall prevail at the 
Secretary’s level in the Department of Defense through the continuance of 
the Armed Forces Medical Policy Council and through full authority 
vested in the civilian Chairman thereof as the Assistant to the Secretary 
of Defense for medical and health affairs in his office. 


REPORT OF REFERENCE COMMITTEE ON EMERGENCY 
MEDICAL SERVICE 

Dr. J. Arnold Bargen, Chairman, presented the following re- 
port, which was duly adopted: 

Your reference committee approves this resolution with the 
following amendment: 

Instead of the words “full authority vested in the civilian 
Chairman,” which are contained in the last three lines, the 
words “such authority as is presently vested in the civilian Chair- 
man,” be substituted. 


pasa Report of Board of Trustees on Recommen- 
on Universal Military Training Act 

Dr. ty H. Bauer, Chairman, submitted the following rec- 
ommendation of its Council on National Emergency Medical 
Service, which was referred to the Reference Committee on 
Emergency Medical Service: 

The Congress has passed a Universal Military Training Act. 
The implementation of this Act will involve substantial readjust- 
ments in medical services of the Armed Forces and may have 
a profound impact on all phases of American medicine. The 
American Medical Association is interested in the provision of 
adequate medical and health services for the Armed Forces, 
also for the civilian population. 

This Act provides that a National Security Training Commis- 
sion be appointed by the President for the purpose of submit- 
ting to the Congress within four months a plan for universal 
military training. In view of the complex and far-reaching medi- 
cal implications of this Act, the Council on National Emer- 
gency Medical Service has recommended to the Board of 
Trustees that a study be conducted by the American Medical 
Association of the medical problems involved in the conduct 
of this universal military training program. The Board of Trus- 
tees has adopted this recommendation of the Council on Na- 
tional Emergency Medical Service, and a study will be 
undertaken immediately with the cooperation of interested 
groups. 

REPORT OF REFERENCE COMMITTEE ON 
EMERGENCY MEDICAL SERVICE 


Dr. J. Arnold Bargen, Chairman, presented the following re- 
port, which was duly adopted: 

It is the opinion of your reference committee that in view of 
the urgency of the situation the committee felt that the resolu- 
tion should be voted on, or the feeling of the House of Delegates 
expressed at this time. 


Supplementary Report of Board of Trustees on Report on 
Veterans Administration Activities 
Dr. Louis H. Bauer, Chairman, Board of Trustees submitted 
the following report which was referred to the Reference Com- 
mittee on Emergency Medical Service: 
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The American Medical Association approves the principle 
whereby the existing specialist centers within the Veterans Ad- 
ministration are utilized for the care of military personnel so 
severely disabled that their return to active duty is unlikely. 


REPORT OF REFERENCE COMMITTEE ON 
EMERGENCY MEDICAL SERVICE 
Dr. J. Arnold Bargen, Chairman, presented the following re- 
port, which was duly adopted: 
Your reference committee is in accord with the expressed 
statement of the Board of Trustees approving the principle of 
“what they plan to do.” 


Supplementary Report of Board of Trustees on Medical 
Relations in Workmen’s Compensation 

Dr. L. H. Bauer, Chairman, submitted the following report, 
which was referred to the Reference Committee on Industrial 
Health: 

In compliance with instructions contained in the Resolution 
on Medical Relations in Workmen's Compensation passed by 
the House of Delegates at the 1950 San Francisco Session, the 
Council on Industrial Health has gotten in touch with the con- 
stituent state medical societies, the International Association of 
Industrial Accident Boards and Commissions, the American 
Association of Industrial Physicians and Surgeons and the 
American Academy of Compensation Medicine, with the fol- 
lowing results: 

1. Approximately 20% of the state medical societies have 
responded. A later report will be based on completed returns 
and on proposals discussed later in this report. 

2. The International Association of Industrial Accident 
Boards and Commissions has submitted a list of principles as 
a basis for establishing better medical relations: 

(a) There is need for more skilled medical and surgical care 
for injured workers without limitations of cost or other legal 
prohibition. 

(b) The goal of medical care in compensation cases is the 
maximum reduction of permanent disability, maximum physical 
restoration and preparation of the injured worker for resump- 
tion of gainful employment. In this connection, it is suggested 
that the chosen physician in any case, though he may confer and 
refer the injured worker for special services, should continue 
in nominal charge and assume the responsibility for proper direc- 
tion in rehabilitation procedure. 

(c) Close association and cooperation between the compensa- 
tion administrative agency and the state or local medical groups 
is essential to procure proper medical attention and to secure 
written reports and advice necessary for - administrative 
agency’s case records. 

(d) The trend for medical care in compensation is toward 
free initial choice of physician, as allowed under the rules pro- 
mulgated by a given workmen’s compensation agency. Further, 
there should be clear understanding that the direction of legal 
provisions for medical aid is a compensation administrative prob- 
lem, and that such direction should be in the agency administer- 
ing the compensation law, always with the benefit of advice 
and cooperation of medical groups. 

(e) Organized undergraduate and graduate educational and 
training programs are needed for physicians in occupational 
medicine, traumatic surgery, physical medicine and rehabili- 
tation. 

If agreeable to the House of Delegates, the Council on Indus- 
trial Health submits this statement as a basis of study and will 
submit it to the state medical societies as a basis for cooperation 
with the applicable workmen’s compensation authority. 

3. The American Academy of Compensation Medicine has 
suggested: 

(a) That the House of Delegates urge each state medical 
society to obtain and maintain complete data on compensation 
practice by the secretary’s office or a special committee as 
indicated. 

(b) That copies of this information be sent to the Council on 
Industrial Health. 
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(c) That these reports be studied by a competent person on 
the Council’s staff with a view toward publication of pertinent 
findings. 

(d) That field visits be undertaken to supplement the reports 
submitted from the states. 


The Board of Trustees feels that these proposed principles 
require considerable further study before they are accepted as 
final and requests that they be referred back for such further 
study. 


REPORT OF REFERENCE COMMITTEE ON INDUSTRIAL HEALTH 

Dr. C. E. Wertz, Temporary Chairman, submitted the fol- 
lowing report, which was duly adopted: 

Your Reference Committee on Industrial Health approves 
the supplementary report of the Board of Trustees on Medical 
Relations in Workmen’s Compensation, including the principles 
enunciated therein. It recommends that these principles be used 
as a basis for further study as suggested by the Board of Trus- 
tees. In the course of this study, it is hoped that all of the con- 
stituent state associations rather than only the 20% recorded 
in the report will cooperate with the Board of Trustees. 


Supplementary Report of Board of Trustees on Report of 
Committee on Blood Banks 
Dr. L. W. Larson, Chairman, Committee on Blood Banks, 
presented the following report, which was referred to the Ref- 
erence Committee on Emergency Medical Service: 


In compliance with the action of the House of Delegates a 
year ago, the Board of Trustees authorized the Committee on 
Blood Banks to have prepared a brochure on starting and 
cperating a blood bank and a second survey of blood banks. 
The former, Bulletin 82 of the Bureau of Medical Economic 
Research, was mailed a few weeks ago to the officers of the 
Association, the members of the House of Delegates, and to 
state and county medical societies. 


Bulletin 83 of the Bureau of Medical Economic Research, 
entitled “Second Survey of Blood Banks,” is now being dis- 
tributed to the members of the House. Appendix A of our Com- 
mittee report today is inserted in Bulletin 83; it provides a brief 
summary of Bulletins 82 and 83. The preparation of Bulletin 
83 is the work of Frank G. Dickinson, Ph.D., Everett L. Welker, 
Ph.D., and several other members of the staff of the Bureau 
of Medical Economic Research. The Committee desires to thank 
the Council on Medical Education and Hospitals for including 
five questions on blood used and procured in hospitals in its 
Annual Census of Hospitals for 1950. 


The “Second Survey of Blood Banks” clearly establishes that 
three million units of whole blood were used annually, prior to 
the Korean conflict, in hospitals for the treatment of patients. 
Of the three million units, 70% was procured in hospitals, 13% 
in nonhospital blood banks, and the remaining 17% in Red 
Cross regional blood centers. The amount of blood procured 
monthly has, of course, increased rapidly since the start of the 
Korean conflict. 


The Committee reaffirms its belief, which was stated in its 
report to the House at the 1950 Cleveland Session, that mass 
blood grouping is inadvisable. The major problem is procure- 
ment of blood. This major problem should have general priority 
over any fringe projects because they divert funds and public 
attention from the major need. To stimulate procurement, the 
Committee urges every physician and the members of his family 
who are acceptable donors to give blood for military and civilian 
defense purposes through the Red Cross or local blood banks as 
the latter become affiliated with the national blood program. 


The Committee reemphasizes the importance of a committee 
on blood banks being developed in each state as recommended 
at the Cleveland Session. It believes that the personnel of the 
state committees should include representatives of the state 
medical association, the state pathological society, the state 
hospital association, the state health department, the Red Cross 
and the other blood banks located in the state. The state com- 
mittee should, in addition to other duties, concern itself with 
developing good working relationships between all types of 
blood banks in the state. Controversies and difficulties in these 
relationships should be settled at the local and state level; and 
those incapable of such adjustment may be referred to the 
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Committee on Blood Banks of the American Medical Associa- 
tion. It would be the general responsibility of the state com- 
mittee to assure the smooth operation of the blood program 
in its state. Specifically may be mentioned the opportunity of 
the state committee to facilitate the establishment of contracts 
between qualified blood banks and the National Emergency 
Blood Program; the allocation of blood for civilian, military 
and civilian defense uses; the arrangement for limited local 
storage of plasma, and the increase of blood bank inventories 
of standard collection sets, bottles and administration sets. In 
event of an attack in any state, the state committee would im- 
mediately function under the direction of the state civilian 
defense administrator. 

As regards the Department of Defense and the Civilian De- 
fense Administration, the attention of the House is redirected 
for emphasis to the statements made in the Supplementary 
Report of the Committee to the House at the Cleveland Session. 
Supplies of whole blood and of blood for fractionation are 
continuing to flow to the Armed Forces in steadily increasing 
amounts; the amounts necessary for the fiscal year 1952 will 
probably be double or triple our current rate. 

It is regrettable that the Congress has not yet made available 
the necessary funds for the development of dispersed federal 
reserve supplies of plasma for civilian defense and of equip- 
ment for collecting and administering blood and plasma. 

The American National Red Cross Blood Program now has 
the following 41 regional centers: 


Eastern Peoria, Ill. 
Buffalo, N. Y. St. Paul, Minn. 
Burlington, Vt. Springfield, Mo. 
Columbus, Ohio Wichita, Kan. 
Hartford, Conn. St. Louis, Mo. 

Ft. Wayne, Ind. 

Huntington, W. Va. Pacific 
Johnstown, Pa. Boise, Idaho 
Louisville, Ky. Great Falls, Mont. 


Wilkes-Barre, Pa. Los Angeles, Calif. 


Roanoke, Va. Portland, Ore. 
Philadelphia, Pa. Stockton, Calif. 
New York, N. Y. San Jose, Calif. 


Boston, Mass. 
Rochester, N. Y. 


Tucson, Ariz. 
Yakima, Wash. 


Syracuse, N. Y. 
Norfolk, Va. Southeastern 
Washington, D. C. Asheville, N. C. 
Atlanta, Ga. 
Midwestern Charlotte, N.C. 
Detroit, Mich. Mobile, Ala. 
Lansing, Mich. Nashville, Tenn. 
Madison, Wis. Savannah, Ga. 
Omaha, Neb. Columbia, S. C. 


The following 7 regional centers may be in operation by July 
1952: 
Schenectady, N. Y. 
New Orleans, La. 
Birmingham, Ala. 
Houston, Texas 


Waco, Texas 
Salt Lake City, Utah 
Cleveland, Ohio 


Three special defense centers are now in operation in: 


Kansas City, Mo. Chicago, Ill. 
Indianapolis, Ind. 


By September 1 six more defense centers will be opened in: 


Baltimore, Md. Oklahoma City, Okla. 
Des Moines, lowa Jackson, Miss. 
Fort Worth, Texas Shreveport, La. 


By July 1, 1952, four defense centers are planned for: 


Cincinnati, Ohio Little Rock, Ark. 
Pittsburgh, Pa. Memphis, Tenn. 


It is the understanding of the Committee that additional cen- 
ters of either kind are not now contemplated by the Red Cross. 
Moreover, Red Cross officials have expressed the hope that 
many more non-Red Cross centers will be developed. 

The Committee has continued to cooperate with the National 
Blood Program notwithstanding the several reorganizations and 
attempted reorganizations within the American National Red 
Cross. 

Cordial relationships have been established between the 
Committee on Blood Banks and the new Director of the Ameri- 
can National Red Cross Blood Program, Dr. David N. W. 
Grant, former Air Surgeon of the U. S. Air Force. 
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The Committee is aware of the continuing problem of donor 
procurement. In some quarters physicians using blood from Red 
Cross regional centers are not assuming their responsibility for 
securing replacement from families and friends. (See Report 
of the Committee on Blood Banks, San Francisco, June 1950.) 

From the above the following specific recommendations are 
summarized. 

1. That physicians and their families be urged to participate 
as donors for defense and civilian defense purposes. 

2. That there continue to be developed state blood commit- 
tees performing the functions above outlined. 

3. That Congress be reminded of the urgent need for appro- 
priations for reasonable federal stores of plasma and equipment 
for civilian defense. 

4. That physicians using blood recognize their responsibility 
in replacement from families and friends of patients. 


REPORT OF REFERENCE COMMITTEE ON EMERGENCY MEDICAL 
SERVICE 

Dr. J. Arnold Bargen, Chairman, presented the following 
report, which was duly adopted: 
The discussion on blood banks concerns itself largely with 
the method of procurement of blood. Your Reference Commit- 
tee approves the report of the Committee on Blood Banks. 


Report of Committee on Chronic Diseases 


Dr. Robertson Ward, Chairman, presented the following re- 
port, which was referred to the Reference Committee on 
Hygiene and Public Health: 

At the last meeting of the House of Delegates of the Ameri- 
can Medical Association in Cleveland, the problem of alcohol- 
ism was referred to our Committee, whereupon it was decided 
that the problem could best be handled by appointing a sub- 
committee to deal with the subject. Dr. Milton G. Potter, of 
Buffalo, N. Y., was designated chairman of the subcommittee 
and nominated seven other physicians with knowledge and in- 
terest in the field of alcoholism representing various geographical 
areas. All of those nominated were appointed and have accepted 
their assignments and have participated in the planning of a 
nationwide program. 

Although time and space do not permit that we inform the 
House of details, the program envisages efforts to stimulate the 
formation of a physicians’ committee in each state to coordinate 
the activities of state medical societies, to encourage construc- 
tive legislation, to cooperate with interested nonmedical groups, 
to encourage general hospitals to accept and treat acute al- 
coholism and to stimulate presentation of formal courses in 
schools of medicine, nursing, social work, law and others. It is 
also the plan of the subcommittee to cooperate with the Com- 
mission on Chronic Illness and to report to the House of 
Delegates through our Committee. 

The chairman of the subcommittee believes that surveys of 
the problem of alcoholism will soon yield information that will 
require careful analysis. He advocates that the American Medi- 
cal Association sponsor a meeting of ail national organizations 
interested in the problem of alcoholism, such as the National 
Committee on Alcoholism and the Council on Research on 
Alcoholism of the National Research Council. 

Your Committee has kept in touch with activities of the 
United States Public Health Service in the field of chronic 
diseases. This has been accomplished largely by conferences 
with Dr. Robert J. Anderson. 

In January of this year the Division of Chronic Disease and 
the Division of Tuberculosis of the United States Public Health 
Service were merged as the Division of Chronic Disease and 
Tuberculosis, with Dr. Anderson as chief. 

This new Division is divided into three main sections. The 
first of these is Field Research, mainly concerned with tuber- 
culosis. It is the epidemiological branch which is interested, for 
example, in the study of the evolution of tuberculosis in com- 
munities, the evaluation of the use of B. C. G. vaccine, the 
evaluation of treatment methods for tuberculosis (a study en- 
tailing cooperative effort by about 70 investigators scattered 
throughout the United States) and the evaluation of diagnostic 
methods in tuberculosis. 
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The second section is for state aid and is also in the tuber- 
culosis field mainly. This section works only with programs that 
are of established value. Among other functions, it provides 
consultative services of physicians, nurses, social workers, 
educators and experts in case registry methods. The section also 
provides facilities for screening populations by chest roent- 
genographic studies. 

The third section, Program Development, takes over most of 
the work of the old Chronic Disease Division and is subdivided 
very much like the old Division into branches for program 
analysis, heart disease control, rehabilitation, home care and 
diabetes control. Activities in this section are expected to under- 
go transferral into one of the other sections, depending on 
advancement of work in any phase to a point that such trans- 
ferral is desirable. 

Of particular interest to the House is the fact that the present 
program of the Division of Chronic Disease and Tuberculosis 
places more emphasis on the evaluation of multiphasic screen- 
ing technics than on the use of such technics as though their 
value were already known. 

Your Committee had hoped to present an analysis of the 
budget of the Federal Security Administration for the purpose 
of appraisal of the magnitude of total federal expenditures in 
the field of chronic diseases. Because of circumstances outside 
our control, this portion of our report must be postponed until 
the next session of the House of Delegates. 

Your Committee believes that it has a definite function to 
perform in stimulating the formation of chronic disease com- 
mittees in state and local medical societies. In cooperation with 
the Commission on Chronic Illness we hope to furnish guidance 
to such local committees in the development of sound plans for 
the management of chronic diseases. It is also our hope to be 
able soon to develop and submit to the House a proposed basic 
policy in the matter of chronic diseases or any extension of 
public health function. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE AND PUBLIC 
HEALTH 

Dr. Louis M. Orr, Chairman, presented the following report, 
which was duly adopted: 

Your commiitee next reviewed very carefully the report of 
the Committee on Chronic Diseases and was of the unanimous 
opinion that the timeliness and all-inclusiveness of this report 
should receive the whole-hearted approval and enthusiastic 
support of this House of Delegates. 

It is agreed that this committee has a definite function to 
perform in stimulating the formation of chronic disease com- 
mittees in state and local medical societies. It is further hoped 
that cooperation with the Commission on Chronic Illness will 
be attained in order that sound guidance may be given to such 
local committees in the development of realistic plans for the 
management of chronic diseases. 


Report of Reference Committee on Rules and 
Order of Business 

Dr. Walter E. Vest, Chairman, presented the following report, 
which was duly adopted: 

Your Reference Committee on Rules and Order of Business 
recommends that the House recess at 12:30 p. m. and meet 
again at 1:30 p. m. today. It recommends also that the commit- 
tees which have further work to do meet immediately after the 
adjournment of the afternoon session. 


Resolution on Stamps of Approval for lodized Salt Packages 

Dr. William A. Hyland, Michigan, presented the following 
resolution, which was referred to the Reference Committee on 
Hygiene and Public Health: 


WHEREAS, Endemic goiter is common in many sections of the United 
States; and 


WHEREAS, It has been demonstrated that the use of iodized salt is a 
good preventive of endemic goiter; therefore be, it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation instruct the Council on Pharmacy and Chemistry to prepare a 
Stamp of approval by the American Medical Association which the salt 
manufacturers may use on their iodized salt packages to increase the sale 
of the same. 
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REPORT OF REFERENCE COMMITTEE ON HYGIENE AND PUBLIC 
HEALTH 

Dr. Louis M. Orr, Chairman, presented the following report, 
which was duly adopted: 

Your committee is fully aware of the merits of iodized salt 
for use in certain conditions. It is also cognizant of certain 
objections to its general use in all sections of the country. 

Your committee, therefore, recommends that no action on 
this matter be taken by the House at this time and that this 
resolution be referred to the Council on Foods and Nutrition 
for study and that recommendations by the Council be sub- 
mitted at the next session of the House of Delegates. 


Resolution on Services of Whitaker and Baxter 


Dr. George S. Klump, Pennsylvania, presented the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 

WHEREAS, At the suggestion of Whitaker and Baxter the National Edu- 
cation Campaign will be terminated at the end of 1951; and 

WHEREAS, The conclusion of this campaign implies that the services of 
Whitaker and Baxter will be discontinued at the same time; and ~ 

WHEREAS, The services of Whitaker and Baxter have been most effective 
in promoting the principles of free enterprise; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation recommends to the Board of Trustees that the services of Whitaker 
and Baxter be retained in a consultive capacity. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION AND PUBLIC 
RELATIONS 

Dr. L. G. Christian, Chairman, presented the following re- 
port, which was duly adopted: 

The resolution introduced by Dr. George S. Klump has been 
amended with his approval, and your reference committee 
recommends approval of it to read as follows: 

WHEREAS, At the suggestion of Whitaker and Baxter, the National 
Education Campaign will be terminated at the end of 1951; and 

WHEREAS, The conclusion of this campaign implies that the services of 
Whitaker and Baxter will be discontinued at the same time; and 

WHEREAS, The services of Whitaker and Baxter have been most effective 
in promoting the principles of free enterprise; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation express appreciation to Whitaker and Baxter for their excellent 
campaign in the educational program of the American Medical Association, 
and hope that their services will be available in case of future need, as 
deemed necessary by the Board of Trustees. 


Gift from Woman’s Auxiliary 

Dr. Elmer L. Henderson, Past President, reported as follows: 

Mr. Speaker and Members of the House of Delegates: 
I think this is a very important announcement. Each year 
some of your officers are invited over to have lunch with the 
Auxiliary. Today I was introduced to the Auxiliary by the 
President, and she held me down for a minute until the im- 
mediate past president got up and presented me with a check 
for $10,000 to the American Medical Education Foundation. 

I don’t know whether you realize it, but up until two years 
ago they only paid 25 cents a year dues. Two years ago their 
dues were raised to $1. I don’t know how they accumulated 
$10,000, but that certainly does show a wonderful spirit of 
cooperation. 

A motion of thanks was made simultaneously by several 
delegates, was seconded, and was carried by a spontaneous 
rising vote, and the Speaker requested the Secretary to see to 
it that that vote of thanks was telephoned to the women while 
they were in session. 


Resolution on Appointment of Reference Committees 
Dr. A. F. R. Andresen, New York, presented the following 
resolution, which was referred to the Reference Committee on 
Amendments to Constitution and By-Laws: 


WHEREAS, We have observed during this session the really remarkable 
job done by our Reference Committee on Miscellaneous Business with the 
fifteen resolutions referred to it; and 

WHEREAS, This committee worked an entire day and into the night 
adequately to give consideration to all of the resolutions submitted to it, 
while some committees had little or nothing to do; and 

WHEREAS, A new Reference Committee on Military Affairs was created 
at this meeting; therefore be it 

Resolved, That the House of Delegates request the Speaker to appoint 
a committee, including, preferably, at least one previous chairman of the 
Reference Committee on Miscellaneous Business, to investigate and to 
make recommendations regarding the desirability of either providing for 
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additional Reference Committees on Miscellaneous Business, which could 
be designated by “‘A,” “‘B” and “C”’; to create new reference committees 
to relieve the excessive burden on the present lone Reference Committee 
on Miscellaneous Business, or to consider a reapportionment of all of the 
reference committees. 


REPORT OF REFERENCE COMMITTEE ON AMENDMENTS TO 
CONSTITUTION AND By-Laws 

Dr. Robertson Ward, Chairman, presented the following 
report, which was duly adopted: 

This resolution suggested that because of the multiplicity of 
measures assigned to the Reference Committee on Miscellane- 
ous Business at this session, additional committees be cre- 
ated to handle miscellaneous business, a committee to help the 
Speaker assign topics, or a reapportionment of all reference 
committees be carried out. 

Your reference committee recommends that this resolution 
be not adopted, because the proposals suggested would lead to 
confusion and detract from the power of the Speaker to assign 
topics, and because the present assignment of many resolutions 
to the Reference Committee on Miscellaneous Business is an 
occasional circumstance which might happen to any reference 
committee. 


Introduction of Dr. E. P. Montgomery 
Dr. F. F. Borzell, Speaker, introduced Dr. E. P. Montgomery, 
Quincy, Illinois, a ninety-three year old practicing physician, 
and the House applauded. 


Telegram to Dr. Henry R. Viets 
On motion duly made, seconded and carried, the Secretary 
was requested to send a telegram to Dr. Henry R. Viets, Chair- 
man of the Council on Scientific Assembly, expressing the good 
wishes of the House of Delegates for his early recovery. 


Telegram to Dr. T. C. Routley 
The House received a telegram of good wishes from Dr. 
T. C. Routley, Secretary of the Canadian Medical Association, 
and on motion, duly made, seconded and carried, the Secretary 
was instructed to send a telegram to Dr. Routley, stating that 
the members of the House of Delegates have missed his friendly 
presence and wishing him speedy and complete recovery. 


Supplementary Report of Board of Trustees 
1952 DUES 
Dr. Dwight H. Murray, Board of Trustees, presented the 
following report, which was duly adopted: 
The Board of Trustees recommends that the 1952 dues of 
the American Medical Association be $25. This includes sub- 
scription to THE JOURNAL. 


PHYSICIANS PLACEMENT SERVICE 


Dr. Dwight H. Murray, Board of Trustees, presented the 
following report, which was adopted without referral: 

The American Medical Association has for many years 
recognized the need for a more equitable distribution of physi- 
cians in the United States. In an effort to meet this need, its 
Council on Medical Service has conducted a Physician Place- 
ment Service through which many communities have been 
assisted in obtaining the services of a physician. 

The Board of Trustees believes that there is a definite need 
for expanding the Association’s activities in this field and in 
providing the leadership to develop further the physicians 
placement services in the state medical societies, as follows: 
(1) the organization and implementation of an effective physi- 
cian placement service in every state; (2) expansion of the 
present program of the American Medical Association’s Physi- 
cian Placement Service; (3) conducting a national conference 
on physician placement if found advisable, and (4) design 
plans for financial assistance to physicians in setting up a 
practice. 

The Board will give support to this program by financing it 
to the degree demonstrated to be necessary. 


LETTER RE DEFERMENTS OF STUDENTS 
Dr. Dwight H. Murray, Board of Trustees, presented the 
following report, and the House duly approved the letter: 
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The Board of Trustees has authorized that the following 
letter be sent to Dr. Howard Rusk, Chairman of the Health 
Resources Advisory Committee in the Office of Defense 
Mobilization: 

The Board of Trustees of the American Medical Association 
is concerned that the extremely broad provisions for deferments 
under Section 6 (h) of Title I of the Selective Service Act of 
1948, as recently amended by the enactment of Senate Bill 1 


‘by the 82d Congress, will jeopardize acceptance of the necessary 


deferment of undergraduate and graduate medical students by 
the local boards of the Selective Service System. 

The Board of Trustees urges that your committee recom- 
mend to the President and, if appropriate to the Congress, that 
deferments under this section be limited to persons in those 
categories for which a need in the armed forces or a shortage in 
the civilian economy have been specifically established. 


PLACE OF 1954 CLINICAL SESSION 

Dr. Dwight H. Murray, Board of Trustees, presented the 
following report, which was declared a responsibility of the 
Board of Trustees: 

The Board of Trustees has selected Miami, Florida, as the 
place for the 1954 Clinical Session of the American Medical 
Association. 

Statement of Speaker 

Dr. F. F. Borzell, Speaker, submitted the following statement: 

We will now proceed with the regular business of the House, 
but before we proceed the Speaker is pleased to announce that 
the Board of Trustees acceded to the expressed wish of the 
House of Delegates this morning that Whitaker and Baxter be 
retained. It is understood, of course, that at the conclusion of 
this year their functions will be directed as previously by the 
Coordinating Committee and the Board of Trustees to whatever 
extent the exigencies at that time would indicate. 

The Board has also announced that because of the fact of 
the continuing activity of Whitaker and Baxter they felt it 
inadvisable to make any changes in the personnel of the Co- 
ordinating Committee and therefore by action of the Board the 
Coordinating Committee personnel will remain the same, in- 
cluding the Chairman, Dr. Henderson, who has very graciously 
agreed to continue as Chairman of the Coordinating Committee. 
In other words, he has not expired. 


Roll Call 


The Secretary called the roll, there being more than a 
quorum answering. 


Election of Officers 
The following officers were elected to vacancies: 


President-Elect: Dr. Louis H. Bauer, Hempstead, L. I., N. Y. 

Vice President: Dr. Oscar B. Hunter, Washington, D. C. 

Secretary: Dr. George F. Lull, Chicago. 

Treasurer: Dr. J. J. Moore, Chicago. 

Speaker, House of Delegates: Dr. F. F. Borzell, Philadelphia. 

Vice Speaker, House of Delegates: Dr. James R. Reuling, Bayside, N. Y. 

Member, Board of Trustees, to succeed Dr. Walter B. Martin for term 
ending in 1956: Dr. Walter B. Martin, Norfolk, Va. 

Member, Board of Trustees, to succeed Dr. Louis H. Bauer, elected as 
President-Elect, for a term ending in 1954: Dr. David B. Allman, Atlantic 
City, N. J 

Committee on Distinguished Service Award appointed by President 
John W. Cline: Dr. H. Gordon MacLean, Oakland, Calif.; Dr. James S. 
Stevenson, Tulsa, Okla.; Dr. James M. Faulkner, Boston. 

Member, Judicial Council, to succeed Dr. Walter F. Donaldson for a 
term ending in 1956, nominated by Dr. John W. Cline, President: Dr. 
Walter F. Donaldson, Pittsburgh, Pa. 

Member, Council on Scientific Assembly, nominated by Board of Trus- 
tees, to succeed Dr. Samuel P. Newman for a term ending in 1958: Dr. 
Samuel P. Newman, Denver. 

Member, Council on Medical Education and Hospitals, nominated by 
Board of Trustees, to succeed Dr. W. S. Middleton, who did not wish 
reelection, for a term ending in 1958: Dr. Franklin D. Murphy, Kansas 
City, Kan. 

Member, Council on Medical Service, nominated by Board of Trustees, 
to succeed Dr. H. B. Mulholland for a term ending in 1954: Dr. H. B. 
Mulholland, Charlottesville, Va. 

Member, Council on Medical Service, nominated by Board of Trustees, 
to succeed Dr. Joseph D. McCarthy for a term ending in 1954: Dr. 
Joseph D. McCarthy, Omaha. 
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Members of Permanent Committee on Constitution and By-Laws, nomi- 
nated by Board of Trustees: Dr. James S. Stevenson, Tulsa, Okla., for 
a term expiring in 1952; Dr. Stanley H. Osborn, Hartford, Conn., for a 
term expiring in 1953; Dr. Floyd S. Winslow, Rochester, N. Y., for a term 
expiring in 1954; Dr. B. E. Pickett Sr., Carrizo Springs, Texas, for a 
term expiring in 1955; Dr. Louis A. Buie, Rochester, Minn., for a term 
expiring in 1956; the President, the Secretary, the Assistant Secretary, 
Dr. E. S. Hamilton, Kankakee, Il., as the member of the Board of 
Trustees, the Speaker and the Vice Speaker of the House of Delegates, 
all ex officio members without the right to vote. 


Election as Affiliate Fellows: 


On nomination of Judicial Council: Dr. David P. Duffie, Juliaca, Peru, 
S. A.; Dr. Dunbar Wallace Smith, Los Angeles, Calif. 


On nomination of Section on Internal Medicine: Dr. William H. 
Daughaday, St. Louis. 


On nomination of Section on Preventive and Industrial Medicine and 
Public Health: Dr. Howard Stanley Hoyman, Urbana, Iil 


Election as Associate Fellows: 


On nomination of Council on Scientific Assembly: The Secretary pre- 
sented the names of 490 physicians and the House elected them to 
Associate Fellowship. 


Address of President-Elect Louis H. Bauer 
The newly elected President-Elect, Louis H. Bauer, was led 
to the platform and presented the following address: 
Mr. Speaker, Members of the House of Delegates: 
It is difficult to express my feelings at this time. One would, 
indeed, be less than human, if he did not feel considerable 
emotion at being chosen President of the greatest medical 


association in the world. There is no higher honor that can 
come to a physician. 


I realize that it is not only an honor but that it carries with— 


it arduous duties and tremendous responsibilities. These, | am 
prepared to accept. 

We have passed through a trying period. For the time being 
we have averted the greatest threat against the freedom of 
medicine. The fight, however, is not won and we cannot relax. 
All we have gained is a breathing space. The world is watching 
to see what we will do with this breathing space. If we sit back 
and do nothing, we shall have lost our last opportunity. 

Now is the time for constructive action. Our voluntary in- 
surance program has made tremendous strides but it is not yet 
the complete answer. It must be expanded to fill the gaps in 
coverage which still exist. The whole profession must be brought 
enthusiastically behind the program. There are still many physi- 
cians who do not cooperate in its expansion. 

During the past two and a half years we have aroused many 
of our members from a state of apathy, but there are still 
many who evince little interest either in the welfare of the 
profession or the public. 

Our Association has been bitterly attacked both from without 
and from within. Many doctors and many laymen have little 
idea of what the American Medical Association is or stands 
for. The blame for this is, perhaps, our own. We have too long 
delayed in coming close to our individual members and the 
public. This situation must be remedied and promptly. 

Conditions have changed in the past quarter of a century. 
Doctors and medical societies can no longer be purely scientific 
in their viewpoints. They must have an interest in the economics 
of medicine and in the methods of distribution of medical care. 
They must find out the needs of the people and anticipate them. 
Both individual doctors and medical societies should be lead- 
ers, broad-minded and forward-thinking. Medicine is humani- 
tarian and the needs of the public must come first. There is no 
room in medicine for the selfish doctor who thinks only of 
himself and his income. 

We must be leaders in the development of community health 
councils. We must further expand our grievance committees 
which have been growing rapidly. Panels of physicians must be 
available everywhere to cover night, holiday and emergency 
calls. Nothing irritates a citizen more than being unable to 
obtain a doctor when he needs one. We must assist in the train- 
ing of auxiliary and technical personnel of which there is a 
great shortage. 

Medical education must be financially supported. We have 
made an excellent start, but our goal is not yet even in sight. 
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Additional finances are absolutely essential if our medical 
schools are to maintain their high standards. This support can 
come from only two sources, private enterprise or government. 

The American Medical Association has been long and bitter- 
ly attacked because, except for a one-time grant for so-called 
bricks and mortar, it has strongly opposed Federal aid to 
medical education. Our stand, however, has now received strong 
support from the Commission on Financing Higher Education. 

The challenge has been made, We have picked up the gaunt- 
let. Now we must make good and we can if every doctor will 
do his part. Otherwise we face possible ruination of our medical 
schools. 

The American Medical Association early insisted on a pro- 
gram for civil defense and doctors have been in the forefront 
in the development of this program. The public, however, is 
apathetic and we can be of great aid in arousing the public to 
the dangers of possible atomic warfare. Protection against that 
is everybody’s business, not just that of the military and the 
medical profession. 

I am confident that our new program for the public relations 
of the Association will be productive of much good. 

We are moving forward, but it has taken a long time to 
arouse medicine. Finally the sleeping giant is awakening and 
our motto, henceforth, must be “Constructive Leadership.” I 
am determined to do all I can to make this motto more than a 
mere “catchword.” 

I thank you, more than I can express, for the honor you have 
conferred on me and for the confidence you have again placed 
in me. For eight years you have given me positions of re- 
sponsibility and trust. I have given the best I could to these 
positions. I pledge to you that I will continue to give you the 
best 1 have in me. At this time I wish to pay tribute to my 
associates on the Board of Trustees. The membership has 
steadily changed but I wish to tell you that I have never met a 
group of men more earnest in their endeavors, or more unselfish 
in their efforts to further the cause of medicine and improve 
the health of the public than those with whom I have been 
associated closely for the past seven years. I am proud to have 
been one of them. 

I feel very humble when I recall those who have preceded 
me in this office. A year from now, when I take up the torch 
from the hands of Dr..Cline, I hope I can keep it flaming as 
brightly as have my predecessors. Again, thank you, and God 
willing, I will not let you down. 


Report on American Medical Education Fund 

Dr. Elmer L. Henderson, President, American Medical 
Education Foundation, presented the following report: 

Gentlemen, it is needless for me to say that I am delighted 
at the action of the Board of Trustees, at the request of this 
House of Delegates, that Whitaker and Baxter be retained. I 
can’t say that | am so delighted about the continuation of the 
Coordinating Committee as it is at present made up. However, 
I have never been called on by the profession to do a job that I 
have not attempted to do the best that I can, and so long as 
I am Chairman of the Coordinating Committee | promise you 
that there is not going to be any let up in the fight against 
compulsory health insurance. 

I want just to give you a few words of warning. Our battle is 
not won, and I hope that no state will feel that the battle is won 
and that we should give up our educational committees in the 
various states or that they should let up in any way. 

Until after the election in 1952, we cannot afford to take any 
chances. We have got to be on guard every minute. The forces 
that are working today and that were working two and a half 
years ago for compulsory health insurance and for socialized 
medicine | may say are just as active today as they were then. 
I was warned in Washington last week by those men who know 
that they are even more active than they were a few years ago. 
I just wanted to give you that note of warning. 

In regard to the American Medical Education Foundation 
Fund for aid to medical schools, you know I announced here 
in this House of Delegates yesterday and showed you a check 
that I received from the Auxiliary of the American Medical 
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Association for $10,000. The California Medical Association 
voted $100,000 to that fund some weeks ago. South Carolina 
voted $10,000 to the fund. 

At a recent meeting of the Medical Society of the State of 
New York they decided that they were going to undertake to 
raise $250,000 for this fund. 

Now, gentlemen, if we are going to maintain the American 
way of life, if we are going to defeat socialism in this country, 
if we are going to defeat socialized medicine, this is a job that 
we have to do, and it can be done. 

Think what it would mean if every doctor in this country 
would agree to give this fund $100 a year. Think how much 
money that would mean. That alone would go a long way to 
solve the problem of the medical schools in this country. Not 
only that, it would encourage the National Fund really to get 
out and do a job with industry. 

As I told you the other day in my talk, we have joined up 
in a way with the National Fund of which Former President 
Hoover is the Honorary Chairman. We had a most enthusiastic 
meeting in New York on May 16, last month. We of the 
American Medical Association who were there were very much 
surprised at the enthusiasm in this meeting. We did not know 
that they had gone as far as they had toward getting the support 
of industry, and I believe we are going to be*able to do a job, 
but we are only going to be able to do that job provided the 
medical profession does its part. Not only should individual 
doctors throughout this country contribute to this fund, but 
every state society, every medical organization in this country. 
You remember the other morning we received a check for 
$2,000 from the American College of Radiology, and we have 
received some other donations from smaller organizations. That 
is the way we can solve one of the problems of socialism in 
this country, and I hope that each and every one of you will go 
back to your state and go to work on this education fund and 
see if we can’t really raise a substantial amount. 

We have had a number of checks for $200, $250, quite a few 
for $500, quite a few for $1,000, from individual doctors. We 
realize that every doctor could not afford to give a large con- 
tribution, but if you can’t give $100, can’t give $50, if you can 
give $10 it will go a long way toward bringing this fund to a 
point where it will do a job. I hope that each and every one of 
you will become interested in this. | hope that each and every 
one of you will contribute to it personally and go back to your 
states and work for it. Thank you. 


Presentation of Purse to Miss Hattie Niehoff 

The Speaker, Dr. F. F. Borzell, addressed the House as 
follows: 

I now have a task to perform which in many ways is an 
extremely pleasant task, but it is definitely tinged with sincere 
regret that it is necessary to perform it. | am going to ask Dr. 
Reuling to assist me. I wish Dr. Reuling would conduct our 
most efficient and long serving, faithful servant, our chief clerk, 
Miss Hattie Niehoff, to the platform. 

Members of the House of Delegates, it is, as I said, with 
mixed emotions that I announce to you that this is the con- 
cluding session that Hattie Niehoff will serve us as she has 
served us for twenty-seven years in this House and thirty-seven 
years as a member of the staff of the Americin Medical 
Association. 

I need not tell you how well Miss Niehoff has served. I need 
not tell you that the efficiency that has been demonstrated in 
the management of the affairs of the House of Delegates is in 
the main due to the hard work that she does prior to the sessions 
and during the sessions to see to it that we are not only made 
comfortable but that the machinery is well greased and that 
things go along smoothly. 

I hold in my hand a scroll. That scroll says, “To Miss Hattie 
A. Niehoff from the Members of the House of Delegates of the 
American Medical Association, June 14, 1951: This token of 
our esteem from the members of the House of Delegates is far 
too small a way to measure our regret at losing your valuable 
services, kindly advice and sincere loyalty. May the remainder 
of your life afford you the same happiness that you have given 
us for the last 37 years.” 
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This scroll contains the names of many of your friends, 
Hattie, and as a small token of our appreciation and also to 
provide you with perhaps the means by which you may come 
back and visit us occasionally we present you this purse. 

Miss Niehoff replied: I thank all of you sincerely. I think 
you know it is almost impossible for me to say anything to 
express myself except that my work for you has been a pleasure 
from the time I started. I wouldn’t have had it otherwise and 
I would not have wanted to work with any other group than 
this one. Thank you. 


Vote of Thanks to Atlantic City 


A rising vote of thanks was extended to Atlantic City, to Dr. 
David Allman and to Mr. Harold Baggs for the wonderful re- 
ception extended to the delegates and others attending the 
session. 


The House adjourned sine die at 3:05 p. m. 


REGISTRATION AT THE ATLANTIC CITY 
SESSION, JUNE 11-15, 1951 


125 Anglo Egyptian Sudan...... 
143 Dutch West Indies........... 
New Hampshire................ 20 vane 
South Carolina................ 26 


REGISTRATION BY SECTIONS 


Diseases of the Ch 

Gastro-Enterology and Proctology 
Laryngology, Otology and 
Nervous and Mental Diseases 
Obstetries and Gynecology 
Pathology and Physiology 
Pediatries 


More than one Section or no Section checked..................600.0008 
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270 
813 
855 
87 
405 
1,837 
2,167 
351 
351 
612 
496 
$25 
235 
543 
Physical Medicine and Rehabilitation. 105 
Preventive and Industrial Medicine and Publie Health................ 286 
445 
1,369 
240 
76 
85 
1,326 
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MEDICAL NEWS 


ARKANSAS 


State Medical Election—The Arkansas Medical Society at its 
recent annual meeting installed Dr. Charles R. Henry, Little 
Rock, as president and elected Dr. Sherod A. Drennen, Stutt- 
gart, president-elect; Dr. Daniel H. Autry, Little Rock, treasurer, 
and Dr. William R. Brooksher, Fort Smith, secretary. 


CALIFORNIA 


Appoint Head of Urology Department.—Dr. Willard E. Good- 
win, Baltimore, has been appointed chief of the department of 
urology and assistant professor of surgery at the new University 
of California at Los Angeles School of Medicine, to be opened 
this fall. Dr. Goodwin has been a resident urologist at Johns 
Hopkins University. 


Personal.—Dr. Portia Bell Hume, director of the Berkeley 
State Mental Hygiene Clinic and assistant professor of psychi- 
atry at the University of California Medical School, has been 
appointed a deputy director of the state department of mental 
hygiene. She will head the programs of the seven outpatient 
mental hygiene clinics maintained by the state. 


COLORADO 


First Board of Health for Denver.—The citizens of the City of 
Denver have amended their city charter to provide for the 
establishment of a department of health and hospitals. It fur- 
ther makes provision for a regulatory board to govern the 
affairs of this new department. This board conforms, in general, 
to the structure of the State of Colorado Health Laws as they 
were revised in 1947 by the Sabin Health Act. Thus, for the 
first time in its 75-year history Denver has an official board of 
health. Dr. James P. Dixon has been selected to direct the 
activities of the new department. 


DISTRICT OF COLUMBIA 


Program for Training Practical Nurses.—-A practical nurse 
training program has been approved by George Washington 
University and the District of Columbia public school system. 
The first group of practical nurse students under this agree- 
ment began hospital training at the George Washington 
University Hospital June 4. This new practical nurse training 
opportunity has been developed to help relieve the nursing 
shortage in this area. The program will make Anna Burdick 
Vocational High School graduates eligible for civil service 
appointments in government hospitals as well as supply gradu- 
ate practical nurses to private hospitals in this area. Under 
the program students may train for 17 weeks at Burdick 
Vocational High School, where they receive instruction in 
bacteriology, sanitation, hygiene, anatomy, chemistry, foods and 
nutrition, physiology, diseases, and record-keeping. They also 
are acquainted with general health needs, care of the convales- 
cent and mildly ill, care of long-term illnesses, mothers and 
newborn infants, first aid, and emergency needs. Training at the 
hospital includes 32 weeks of medical nursing (280 hours), 
surgical nursing (280 hours), obstetrical and nursery nursing 
(240 hours), pediatric nursing (160 hours), evening and night 
services (120 hours), dietetics (80 hours), and urology (120 
hours). The university will provide a stipend of $25 a month to 
each student while she is in training at the hospital. 


FLORIDA 

Public Health Workers’ Academy.—Twelve public health physi- 
cians in the state formed the Florida Academy of Preventive 
Medicine and Public Health in Jacksonville June 19. The new 
organization, reported to be the second of its kind in the 
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nation (North Carolina was first), has elected Dr. George A. 
Dame, director of the Bureau of Local Health Services for the 
Florida State Board of Health, Jacksonville, president; Dr. 
Turner E. Cato, director of the Dade County Public Health 
Department, Miami, vice president, and Dr. Frank M. Hall, 
Alachua County Health Department director, Gainesville, 
secretary-treasurer. The purpose of the group, says Dr. Dame, 
is “to encourage the study, improve the practice and advance 
the cause of preventive medicine and public health.” 


ILLINOIS 


Public Health Appointment.—Dr. Jackson P. Birge has been 
appointed health officer of the Illinois Department of Public 
Health’s northwest region, with headquarters in Rock Island. 
Since 1948 he has served as a district health officer for the 
Indiana State Board of Health and as health officer of the 
Elkhart (Ind.) County Health Department. 


Association of Blood Banks.—Physicians interested in blood 
banks and representatives of the larger blood banks in the state 
met May 23 in Chicago to organize the Illinois Association of 
Blood Banks. This society is organized as a nonprofit organiza- 
tion for the following purposes: (1) to promote and foster the 
exchange of ideas and materials and the dissemination of infor- 
mation relating to blood banking and its technical methodology; 
(2) to plan for and foster cooperation in times of disaster; (3) to 
function as a clearing house on questions relating to training of 
personnel common to such institutions; (4) to encourage high 
standards of service, and (5) to promote, aid, and encourage 
extension of similar services throughout the state. Elected 
officers are Dr. Israel Davidsohn, Chicago, president; Dr. Max 
Appel, Champaign, vice president, and Dr. A. M. Wolf, Chicago, 
secretary-treasurer. President-elect is Dr. George Milles, Chi- 
cago. 


Chicago 

Society News.—At the annual meeting of the Chicago Society 
of Internal Medicine May 28 the following officers were elected: 
Dr. Frank B. Kelly, president; Dr. Lowell T. Coggeshall, vice 
president, and Dr. Ernest G. McEwen, secretary-treasurer.—— 
The Chicago Gynecological Society on June 15 elected the 
following officers: Dr. M. Edward Davis, president; Dr. Edward 
M. Dorr, president-elect; Dr. Edwin J. De Costa, secretary, and 
Dr. Harry Boysen, treasurer. 


Dr. Shambaugh to Head Department.—Dr. George E. Sham- 
baugh has been named professor and chairman of the depart- 
ment of otolaryngology at Northwestern University Medical 
School, effective Sept. 1. He will succeed Dr. Howard C. Ballen- 
ger, who will devote full time to his private practice and to 
revision of a medical textbook. Dr. Shambaugh has been associ- 
ated with the Northwestern Medical School since 1941. He also 
is chief of Wesley Memorial Hospital’s division of otolaryn- 
gology. 


Grants for Research.—Three Chicago organizations and com- 
panies have awarded grants to the University of Illinois College 
of Medicine in support of research investigations: Asthmatic 
Children’s Aid, $10,000 in support of histochemical and immuno- 
logical studies to be conducted under the supervision of Dr. 
Ben B. Rappaport; Swift and Company, $8,250 for a study of the 
relationship of bile to cholesterol to be conducted under the 
direction of Dr. Andrew C. Ivy, and G. D. Searle and Company, 
$5,540 in support of a study undertaken _by Dr. Michael H. 
Streicher of the effect of beta-dieth thyl xanthene-9- 
carboxylate (banthine®) on the motility of the small and large 
intestines. 


Awards.—Fourth-year students in the University 
of Illinois College of Medicine have presented Dr. Frederick W. 
Hiss and Dr. Carl J. Marienfeld with the Raymond B. Allen 
Instructorship Awards for the 1950-51 school year. The awards, 
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designed to honor excellency in individual instructorship given 
by faculty members to students, are presented annually by each 
class in the college of medicine. Dr. Morris Green and Dr. Max 
Samter were presented with awards by the third-year class. Dr. 
Earl W. Cauldwell received the second-year award, and Parke 
H. Simer, Ph.D., received the award from the first-year class. 
Each of the award winners received a key in the form of a 
golden apple. Their names will be placed on the permanent 
plaque, which hangs in the Chicago Illini Union. 


KANSAS 


Personal.—Dr. Eldred V. Thiehoff, chairman of the department 
of public health and preventive medicine at the University of 
Kansas School of Medicine, Kansas City, has accepted an 
appointment to the editorial staff of Excerpta Medica. This 
nonprofit organization seeks to publish abstracts of articles from 
every available medical: journal and is located in Amsterdam, 
the Netherlands. Dr. Thiehoff will be an editor in Section 4, 
Medical Microbiology and Hygiene. 


Appoint Head of Neurosurgical Section.—Dr. William P. 
Williamson, associate in surgery, University of Kansas School 
of Medicine, Kansas City, became full-time chief of the section 
of neurosurgery on July 1 succeeding Dr. Frank R. Teachenor, 
who has directed the neurosurgery section since its organization 
in 1924. Dr. Teachenor, although giving up administrative 
duties, will continue teaching and clinical research at the medi- 
cal center in Kansas City. Dr. Williamson joined the faculty in 
1945. During 1941 and 1942 he served as a captain in the Army 
Medical Corps. From 1942 to 1945 he held a residency in neuro- 
surgery at the Neurological Institute, New York. In addition to 
staff appointments in private hospitals in the city, he has been 
attending neurosurgeon at Children’s Mercy Hospital. 


LOUISIANA 


Dr. Talbot Honored.—At the meeting of the Louisiana State 
Medical Society in May a bronze plaque was presented to Dr. 
Paul T. Talbot, New Orleans, “in appreciation of 33 years of 
meritorious, valuable and faithful service as secretary-treasurer” 
to the society. Dr. Talbot retired last year. 


Society News.—The Louisiana Diabetes Association at its annual 
meeting in May re-elected Dr. Arthur A. Herold Sr., Shreveport, 
president, and Dr. Manuel Gardberg, New Orleans, vice presi- 
dent. Dr. Arthur A. Herold Jr., Shreveport, was chosen secretary- 
treasurer. Dr. Seale Harris, Birmingham, Ala., spoke on diabetes 
and hyperinsulinism. 


State Medical Election.— At the annual meeting of the Louisiana 
State Medical Society May 9 Dr. Edwin L. Zander, New Or- 
leans, was installed as president. The following were elected: 
Dr. William E. Barker, Plaquenine, president-elect; Dr. Charles 
B. Odom, New Orleans, first vice president; Dr. H. Whitney 
Boggs, Shreveport, second vice president; Dr. C. Grenes Cole, 
New Orleans, re-elected secretary-treasurer; Dr. Andrew V. 
Friedrichs, New Orleans, re-elected chairman of the house of 
delegates, and Dr. H. Ashton Thomas, New Orleans, re-elected 
councilor of the First Congressional District. 


MARYLAND 


Personal.—At the annual meeting of the Medical and Chirurgi- 
cal Faculty of Maryland April 25 Dr. John H. Hornbaker, 
Hagerstown, was elected a member of the board of medical 
examiners of Maryland to serve until June, 1955. Dr. Horn- 
baker succeeds Dr. W. Allen Griffith, Berwyn, retired. 


Drs. Long and Schoenbach Leave Johns Hopkins.—Dr. Perrin 
H. Long, director of the department of preventive medicine, and 
Dr. Emanuel B. Schoenbach, associate professor of preventive 
medicine, at Johns Hopkins University School of Medicine, 
Baltimore, have accepted appointments at the new State Uni- 
versity of New York College of Medicine, which is being de- 
veloped in Brooklyn. Dr. Long will be professor and executive 
officer of the department of medicine. From 1929 to 1940 he 
was associate and associate professor in the department of 
medicine at Johns Hopkins and became professor and director 
of the department of preventive medicine in 1940. Dr. Schoen- 
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bach will become professor of medicine Aug. 1. He will also be 
director of the medical services at the Maimonides Hospital in 
Brooklyn. He has been associated with Johns Hopkins since 
1946. 


MASSACHUSETTS 


Dr. Bauer Appointed Jackson Professor.—Dr. Walter Bauer 
has been appointed Jackson Professor of Clinical Medicine at 
Harvard Medical School and chief of medical services at 
Massachusetts General Hospital, Boston, effective July 1. He 
succeeds Dr. James H. Means, who has held both posts since 
1923. Dr. Bauer is currently associate professor of medicine at 
Harvard and physician at the hospital. The professorship was 
named in memory of Dr. James Jackson, who was Hersey 
Professor in the Harvard Medical School from 1812 to 1836 and 
was a founder and the first physician of Massachusetts General 
Hospital. In 1924 Dr. Bauer became medical resident of Massa- 
chusetts General Hospital and in 1926 was appointed research 
fellow in medicine at Harvard Medical School. He has been 
associated with both institutions since that time. 


MINNESOTA 


Dr. Spink to Lecture in Europe.—Dr. Wesley W. Spink, Minne- 
apolis, University of Minnesota professor of medicine and con- 
sultant on brucellosis for the World Health and the Food and 
Agricultural organizations of the United Nations, will spend 
July and August in England, France, Italy, and Yugoslavia cor- 
relating current brucellosis research. Dr. Spink is director of 
the United States Brucellosis Center at the University of Minne- 
sota. His work in Europe was described by Dr. Spink as a co- 
operative health effort on an international basis designed to 
brirg together information of the various brucellosis research 
centers for the benefit of each country. Dr. Spink left Minne- 
apolis June 23 for London, where he will give an address before 
the International Congress of Clinical Pathology July 18. He 
will speak before the microbiology section on “Some Clinical 
Problems Relating to the Laboratory Control of Chemo- 
therapy.” 


MISSOURI 


Chest Physicians Meeting.—The following program was pre- 
sented before a recent meeting of the Missouri chapter of the 
American College of Chest Physicians in Kansas City. 
Dr. Gideon O. Proud, Kansas City, The Sinuses and Bronchiectasis. 
Dr. Andrew L. Banyai, Milwaukee, Potentialities of Artificial Pneumo- 
peritoneum. 
Dr. Corrin H. Hodgson, Rochester, Minn., Diagnosis and Management 
of Circumscribed Lesions of the Lung. 


An x-ray conference was held with Dr. Lawrence E. Wood of 
Kansas City as moderator. The following officers were elected: 
Dr. Elmer E. Glenn, Springfield, president; Dr. Lawrence E. 
Wood, Kansas City, president-elect, and Dr. Alexander J. 
Steiner, St. Louis, secretary-treasurer. 


Evarts Graham Becomes Professor Emeritus.—Dr. Carl A. 
Moyer, professor of surgery and dean of the Southwestern 
Medical College in Dallas, Texas, has been appointed Bixby 
Professor of Surgery and head of the department of surgery at 
Washington University School of Medicine, St. Louis, succeed- 
ing Dr. Evarts A. Graham. Dr. Graham, who will become pro- 
fessor emeritus of surgery, will remain in St. Louis and continue 
to be connected with Washington University and the affiliated 
hospitals in the medical center. At present he is visiting in 
Glasgow, Scotland, where he received an honorary degree dur- 
ing ceremonies celebrating the 500th anniversary of the Univer- 
sity of Glasgow. Dr. Moyer plans to assume his duties at 
Washington University Medical Center in October. In 1941 he 
was appointed instructor in surgery at Michigan and was pro- 
moted to assistant professor in 1943. From 1944 to 1946 he was 
surgical director of Wayne County General Hospital, Detroit. 
Since 1946 he has been professor of experimental surgery at 
Southwestern Medical College in Dallas and about a year ago 
became dean. Dr. Graham came to Washington University staff 
32 years ago. He is one of the world’s leading figures in the field 
of surgery and has been called the “father of modern chest 
surgery.” In 1933 he performed the first operation for success- 
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ful removal of an entire lung in one stage for treatment of 
cancer of the lung. Among his numerous honors and awards is 
the Distinguished Service Medal of the American Medical 
Association, awarded at the San Francisco meeting in 1950 
(THE JOURNAL, July 8, 1950, page 901). 


NEW YORK 

Public Health Appointment.—Dr. John Browe has been pro- 
moted to director of the bureau of nutrition of the New York 
State Health Department, with which he has been associated 
since 1949. Dr. Browe has been clinical director of a nutrition 
study in Burlington, Vt., and research associate in the Univer- 
sity of Vermont Medical School. He also was consultant in 
nutrition to the U. S. Public Health Service before joining the 
state health department. 


Personal.—Arthur Knudson, Ph.D., associate dean and pro- 
fessor of biochemistry at Albany Medical College, has been 
granted a year’s leave of absence to teach in the two medical 
schools at Bangkok, Thailand (Siam). He left for Bangkok 
June 25. Dr. Knudson’s Bangkok assignment was the result of 
his earlier appointment as a visiting professor to the Washington 
University School of Medicine in St. Louis. In conjunction with 
the United States Economic Cooperation Administration, 
Washington University has developed a reciprocal teaching 
program between the faculties of its school of medicine and 
those of the two medical schools in Thailand. 


New York City 

Institute of Geriatrics—The new two million dollar Max and 
Bertha Weinstein Pavilion, a home for 150 elderly persons and 
a laboratory for research into problems of the aged, was dedi- 
cated in the Bronx May 27. The building was named in honor 
of the late Max and Bertha Weinstein, who helped maintain the 
institution for the aged. 


Fund to Help the Aged.—The Mayor’s Advisory Committee for 
the Aged has received a $25,000 grant from the Rockefeller 
Foundation for research on facilities for the aged in the city. 
Louis I. Dublin, Ph.D., a vice president of the Metropolitan Life 
Insurance Company, is head of a subcommittee to carry out the 
one-year study. The committee will try to determine what can 
be done to prevent the debilities of old age and at the same time 
utilize the abilities of the group. Persons over 65 in New York 
represent 7.3% of the population. 


Appoint Assistant Dean.—Dr. Joseph M. Pisani has been ap- 
pointed assistant dean and instructor of medicine at the College 
of Medicine at New York City, State University of New York. 
He has been associated with the George Washington University 
Hospital and School of Medicine as clinical instructor in medi- 
cine and is executive director of the committee on medical sci- 
ences of the Research and Development Board, Washington, 
D. C. Dr. Pisani entered military service in 1943 and for 16 
months was overseas with the Fifth Army in North Africa 
and Italy. Dr. Pisani’s father, who has been in general practice 
in New York for over 50 years, and two brothers also are 
physicians. 


OKLAHOMA 

State Medical Election.—-Dr. L. Chester McHenry, Oklahoma 
City, became president of the Oklahoma State Medical Associa- 
tion at a meeting in Tulsa in May. Officers elected include: Dr. 
Alfred R. Sugg, Ada, president-elect; Dr. Allen Gibbs, Okla- 
homa City, vice president; Dr. Clinton Gallaher, Shawnee, 
speaker of the house of delegates, and Dr. John F. Burton, 
Oklahoma City, delegate to the American Medical Association, 
with Dr. William W. Cotton, Poteau, vice delegate. Dr. Lewis 
J. Moorman, Oklahoma City, was se-elected secretary-treasurer. 


PENNSYLVANIA 

Cancer Detection Program.—The Medical Society of the State 
of Pennsylvania has asked its members to join in a plan to 
emphasize that every doctor’s office is a cancer detection center. 
“Every physician in Pennsylvania is being asked to make avail- 
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able a ‘five-point’ cancer detection examination to each of his 
patients at their request at least once a year,” declared Dr. 
Harold B. Gardner, Pittsburgh, president of the society. 
“Doctors who are willing and able to cooperate will display a 
plaque in their recepton rooms so that their patients will know 
that they can request this service at a fee to be established by 
the individual physician.” The Five-Point Cancer Detection 
Examination Program was planned by three Pennsylvania 
cancer-fighting agencies: the commission on cancer of the 
medical society, the cancer control division of the department 
of health, and the Pennsylvania Division of the American 
Cancer Society. The Philadelphia Division of the American 
Cancer Society, in cooperation with the cancer committee of the 
Philadelphia County Medical Society, began a similar program 
several months ago. At the present time more than 1,000 physi- 
cians are participating in the Philadelphia area alone. The state 
local, and county medical societies will inform the local news- 
papers when the physicians in their communities are prepared 
to initiate this program. 


Philadelphia 


Dr. Gordon to Head Women’s Medical College.—Dr. Burgess 
Lee Gordon, clinical professor of medicine at Jefferson Medical 
College, will become the first full-time, paid president of the 
century-old Woman’s Medical College of Pennsylvania. Dr. 
Gordon will organize an industrial health division to make the 
college and its hospital at Henry Ave. and Abbottsford Rd. 
more useful in that highly industrialized area. For the division’s 
facilities and personnel and for those of another scheduled new 
division on geriatrics the college is expected to seek more than 
three million dollars from the public. Heretofore the presidency 
has been on an honorary, part-time basis without salary. 
Academic direction of the college has been generally vested in 
its deans, who, since 1886, have all been women. The present 
dean, Marion S. Fay, Ph.D., will continue as head of the faculty. 
The new president said it was planned to build up and expand 
all departments in the college and to encourage research. 


WEST VIRGINIA 


Society News.—Dr. David C. Prickett, Lumberport, was elected 
president of the West Virginia Public Health Association at its 
annual meeting held in Huntington May 3-5. Dr. Prickett is 
health officer for District No. 4. Dr. Arthur C. Chandler, 
Charleston, was named president of the West Virginia Academy 
of Ophthalmology and Otolaryngology at the annual spring 
meeting April 27-28. Dr. Melvin W. McGehee, Huntington, was 
named president-elect, and Dr. Keith E. Gerchow, Morgan- 
town, treasurer. Dr. Ben W. Bird, Princeton, was reelected 
secretary. 


State Medical Meeting.—The annual meeting of the West Vir- 
ginia State Medical Association will be held at the Greenbrier, 
White Sulphur Springs, July 19-21 under the presidency of Dr. 
Frank J. Holroyd, Princeton. Out-of-state speakers include the 
following: 


Arnold S. Jackson, Madison, Wis., Cysts and Tumors of the Neck. 

Henry R. McCarroll, St. Louis, Common Orthopedic Problems Which 
Can be Managed in the General Practitioner's Office. 

George E. Burch, New Orleans, Water and Electrolyte Balance. 

Ralph M. Tovell, Hartford, Conn., Recent Trends in Anesthesiology. 

Arthur R. Colwell, Evanston, Ill., Diagnosis and Treatment of Diabetic 
Acidosis. 

Stewart Wolf Jr.. New York, Relation of Life Stress to Organic Disease, 

LeRoy H. Sloan, Chicago, A Composite Picture of Hypertension. 

Oscar Swineford Jr., Charlottesville, Va., Role of the Practitioner in the 
Management of Asthma. 

Emil Novak, Baltimore, Primary Dysmenorrhea. 

Frank E. Adair, New York, Hormone Therapy in Cancer of the Breast. 

John A. Campbell Colston, Baltimore, Papillary Tumors of the Renal 
Pelvis and Ureter with Special Reference to Operation o nthe Solitary 
Kidney, with Case Presentations. 


The president's address, “Prophylaxis of Ewingism,” will be 
given Thursday evening. Dr. John W. Cline, San Francisco, 
President of the American Medical Association, will speak 
Friday at 7 p. m. on “Problems Facing American Medicine in 
the Immediate Future.” The cancer committee of the association 
will hear Dr. Adair as their guest speaker Saturday at 2 p. m. 
The annual banquet will be held Saturday at 7 p. m. 
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GENERAL 


Examinations in Pathology.—The American Board of Pathol- 
ogy will hold examinations at Northwestern University Medical 
School, Chicago, Oct. 11-13. The first day and a half will be 
devoted to pathological anatomy and the second day and a half 
to clinical pathology. 


Meeting of Physicians in Alcoholics Anonymous.—The second 
international conference sponsored by the physician members of 
Alcoholics Anonymous will be held in Clayton, N. Y., at the 
Hubberd Hotel August 4-5. The conference will deal with the 
medical problems of alcoholism. All physicians interested in 
the problem are cordially invited to address acceptance to Dr. 
Clarence R. Pearson, 8 Brown Ave., Scottsville, N. Y. 


Industrial Medicine Society Changes Name.—The American 
Association of Industrial Physicians and Surgeons was re- 
christened the Industrial Medical Association at the annual 
meeting in Atlantic City, N. J. The society chose as officers for 
the coming year Dr. Adolph G. Kammer, Pittsburgh, president, 
and Dr. Earle A. Irvin, Detroit, president-elect. Dr. Arthur K. 
Peterson, Chicago, continues as secretary and Dr. Edward C. 
Holmblad, Chicago, as treasurer and managing director. 


Rockefeller Foundation Divisions Merge.—A new division of 
medicine and public health was established in the Rockefeller 
Foundation June 1 under the direction of Dr. Andrew J. 
Warren, who has been with the foundation since 1921. The 
division represents a merger of the former international health 
division with the former division of medical sciences. Dr. Alan 
Gregg, who has for 20 years been director for the medical 
sciences, has been made vice president. Dr. Warren has been 
head of the international health division since 1945, 


Career Research Investigator Appointed.—Dr. Victor Lorber, 
associate professor of biochemistry at Western Reserve Univer- 
sity, Cleveland, has been appointed the first career investigator 
of the American Heart Association. The career investigator is 
free to engage in research of his own choosing. He may work 
in any institution in the United States that offers adequate 
facilities. As the income of the American Heart Association 
increases, it will undertake the financial support of a growing 
number of career investigators. Dr. Lorber was assistant pro- 
fessor, department of physiology, at the University of Minne- 
sota, Minneapolis, from 1944 to 1946. 


Tuberculosis Society Elections.—Three tuberculosis societies 
held annual meetings in Cincinnati May 14-18 and chose the 
following officers. The National Tuberculosis Association in- 
stalled Dr. Alton S. Pope, Boston, as president; Dr. Sidney J. 
Shipman, San Francisco, president-elect; Kemp D. Battle, 
Rocky Mount, N. C., secretary, and Collier Platt, New York, 
treasurer. The American Trudeau Society, medical section of 
the NTA, installed Dr. John H. Skavlem, Cincinnati, as presi- 
dent; Dr. David A. Cooper, Philadelphia, president-elect, and 
Dr. John D. Steele, Milwaukee, secretary-treasurer.—Robert W. 
Osborn, New Rochelle, N. Y., assumed the presidency of the 
National Conference of Tuberculosis Workers, and Mrs. Dairie 
S. Lichtenstiger, Los Angeles, was named president-elect. 


Dr. Martha Eliot Resigns from WHO.—The resignation of Dr. 
Martha Eliot as assistant director-general of the World Health 
Organization in charge of advisory services was announced in 
June. She will be replaced by Dr. Marcellino Gomes Candau, 
who is at present director of the WHO division of organization 
of public health services. Before she joined the staff of WHO 
in June, 1949, Dr. Eliot was associate chief of the U. S. 
Children’s Bureau. For many years she has been active in 
international health work. Dr. Candau, who joined the World 
Health Organization about a year ago, will direct all the 
services rendered by WHO to countries through public health 
teams, disease control demonstrations, consultants, training 
centers, and fellowships. Before coming to WHO, Dr. Candau 
was superintendent of the Service Especial de Saude Publica, 
a cooperative public health program of the Brazilian govern- 
ment and the Institute of Inter-American Affairs. 


Schering Award Winners.—Dr. Solomon I. Griboff, New York, 
serving an internship at New York City’s Mt. Sinai Hospital, 
is the winner of the Schering Award for 1950. Dr. Griboff, a 
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senior medical student at Syracuse University College of Medi- 
cine when he errolled in the competition, was presented a check 
for the first prize of $1,000 for his paper on “The Clinical Use 
of Steroid Hormones in Cancer.” Co-authors Robert W. Winters 
and Henry M. Williams, both third year students at Yale 
University School of Medicine, New Haven, Conn., were 
selected in a tie for second prize with Kenneth J. Ryan, third 
year student at Harvard Medical School, Boston. They were 
awarded duplicate prizes of $500 each. Monte J. Meldman, third 
year student at Marquette University School of Medicine, 
Milwaukee, was awarded the third prize of $300. Twenty-five 
contestants received honorable mention, and each received 
special awards in acknowledgement of their contributions. 


Rehabilitation Manual on Multiple Sclerosis —The National 
Multiple Sclerosis Society is distributing a 54-page physician’s 
manual entitled Multiple Sclerosis—A pplication of Rehabilita- 
tion Techniques by Dr. Eiward E. Gordon of New York Uni- 
versity-Bellevue Medical Center. This manual was made possible 
by a grant to the society from the Barnes Foundation, Bristol, 
Conn., and a gift in memory of Percy Rivington Pyne Jr., of 
Bernardsville, N. J. It was developed under the direction of 
Dr. Howard A. Rusk, New York. The manual is designed to 
facilitate rehabilitation at home. The new manual includes tests 
with directions for scoring in order to enable the physician to 
evaluate the extent of disabilities. Activities of daily living are 
given special emphasis in the manual, with suggestions on the 
use of specially constructed devices to increase the patient's 
ability to ambulate in his home. Chapters are devoted to the 
use of crutches and wheel chairs. Another section deals with 
means of coping with bladder and bowel difficulties. 


Tuberculosis Mortality in the United States—The U. S. 
Public Health Service has reported that the nation’s death 
rate from tuberculosis dropped about 9 per cent in 1949 to 
26.2 per 100,000 population. A further decline of 15 per cent 
occurred during the first 11 months of 1950 when the provisional 
rate (based on a 10 per cent sampling of death certificates) was 
22.6 per 100,000 population. With the exception of a slight 
increase during the 1917-18 influenza epidemic, the death rate 
for all forms of tuberculosis has shown a downward trend for 
almost half a century. The death rate for respiratory tuberculo- 
sis has decreased 86 per cent, from 174.5 per 10,000 population 
to 24.5. Despite this decrease, respiratory tuberculosis consti- 
tutes over 90 per cent of all deaths from the disease. In 1949 the 
death rate for men from this cause was 32.5, almost twice as 
high as the death rate for women, 16.6. The death rate for other 
forms of tuberculosis has declined from 19.9 to 1.7 per 100,000 
population. Mortality rates from tuberculosis continue to be 
more than three times as high for the nonwhite groups as for the 
white. 


WHO’s Executive Board Session.—The executive board of the 
World Health Organization will convene its ninth session at 
Geneva beginning Jan. 21, 1952, under the chairmanship of 
Jacques Parisot, France. The principal decisions taken during 
the eighth session include the following: The 1951 expenditure 
level was raised from $6,150,000 to $6,497,400 to provide relief 
for the civilian population of Korea and for Turkish refugees 
from Bulgaria. Emergency action was taken to help prevent 
epidemics in the famine-stricken areas of India, and $30,000 
was appropriated for the purchase of medical supplies to pre- 
vent outbreaks of cholera and malaria in North Bihar. The 
board appointed Dr. I. C. Fang regional director of the Western 
Pacific area with headquarters in Manila, P. 1., and authorized 
the establishment of an African regional organization, which 
will serve countries and territories south of the Sahara. The 
board requested that work be initiated on four new internation- 
al health regulations to deal with the following problems: (1) 
the control of malaria insect vectors in international traffic, 
(2) sanitation standards at airports, (3) international pharmaco- 
poeia, and (4) legal protection of international nonproprietary 
names of drugs. The board also asked WHO to continue its 
study of population problems, particularly those aspects that 
pertain to health, including measures for the control of popula- 
tion increases. 
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MEETINGS 


NATIONAL MEDICAL AssociaTION, Philadelphia, Aug. 20-24. Dr. John T. 
Givens, 1108 Church Street, Norfolk 10, Va., General Secretary. 


Post GRADUATE MEDICAL ASSEMBLY OF SOUTH TEXAS, Shamrock Hotel, 
Houston, Texas, July 23-25. Mrs. W. H. Dahme, 229 Medical Arts Bidg., 
Houston, Executive Secretary. 


RENO SurGICAL Society CONFERENCE, Riverside Hotel, Reno, Nev., Aug. 
23-25. Dr. Olin C. Moulton, 130 N. Virginia St., Reno, Nev., Chairman. 


Rocky MOUNTAIN RADIOLOGICAL SociFTy, Denver, Aug. 9-11. Dr. Maurice 
D. Frazer, 1037 Stuart Building, Lincoln, Nebr., Secretary. 


West VirGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, July 19-21. Mr. Charles Lively, 1031 Quarrier St., Charles- 
ton 24, Executive Secretary. 


INTERNATIONAL 


ASSOCIATION INTERNATIONALE DE PsSYCHOTECHNIQUE, Gothenburg, Sweden, 
July 24-28. Dr. Franziska Baumgarten-Tramer, Thunstrasse 35, Berne, 
Switzerland. 


European CONGRESS ON RHEUMATISM, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstrén, Lund, Sweden, Secretary. 


GENERAL PRACTITIONERS STUDY CLUB INTERNATIONAL, Rome, Italy, Sept. 
12-15. Dr. John O'Connell, 10300 Lackland Road, St. Louis 14, Mo, 
U. S. A., President. 


INTERNATIONAL ANESTHESIA RESEARCH Society, London, England, Sept. 
3-7. Mr. R. W. Cope, University College Hospital, London W.C.1, 
England. 


INTERNATIONAL ASSOCIATION OF ALLERGISTS, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 


INTERNATIONAL CONGRESS OF ANESTHESIOLOGY, Nursing School of the Sal- 
piettre, 47 Boul de l’Hospital, Paris, France, Sept. 20-22. 12 rue de Seine, 
Paris 6°, France, Secretariat. 


INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, London, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis- 
eases, London W.9, Englard, Secretary. 


INTERNATIONAL CONGRESS ON INDUSTRIAL MEDICINE, Instituto Superior 
Técnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerreiro, Instituto 
Nacional do Trabalho e Previdéncia, Praga do Comercio, Lisbon, Secre- 
tary General. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico City, Mexico, Dec. 
11-19. Mrs. Grace E. O'Neill, Division of World Affairs, National As- 
sociation on Mentai Health, 1790 Broadway, New York 19, N. Y. 


INTERNATIONAL CONGRESS OF PHysicaL Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Honorary Secretary. 


INTERNATIONAL CONGRESS OF PsYCHOLOGY, Stockholm, Sweden, July 16-21. 
Secretariat: Psychological Institute, Observotoriegatan 8, Stockholm, 
Sweden. 


INTERNATIONAL GERONTOLOGICAL CONGRESS, Hotel Jefferson, St. Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 


INTERNATIONAL Hospital CoNnGress, Brussels, Belgium, July 15-21. Capt. 
J. E. Stone, 10 Old Jewry, London E.C., England, Secretary. 


INTERNATIONAL POLIOMYELITIS CONGRESS, Copenhagen, Denmark, Sept. 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 


INTERNATIONAL SOCIETY OF SURGERY, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 


INTERNATIONAL SOCIETY FOR THE WELFARE OF CRIPPLES, Fifth World Con- 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., New York 21, N. Y., U. S. A., Executive Director. 


Pan AMERICAN CONGRESS ON TUBERCULOSIS, Guayaquil and Quito, Ecua- 
dor, S. A., July 14-22. Dr. Marco Martinez M., Casilla de Correos No. 
116, Guayaquil, Ecuador, Secretary General. 


Pan Paciric SURGICAL ASSOCIATION CONGRESS, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J. Pinkerton, Suite 7, Young Bldg., Honolulu, Hawaii, 
President. 


STUDENTS’ INTERNATIONAL CLINICAL CONGRESS, Leyden, Utrecht, Groningen 
and Amsterdam, Holland, July 10-28. N. A. M. Bergstein, Oude Gracht 
143 bis, Utrecht, Holland, Secretary General. 


Wor_p CONFEDERATION FOR PHySICIAL THEraPy, Copenhagen, Denmark, 
Sept. 7-8. 


WorLD MEDICAL AssociaTION, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St., New York 29, N. Y., U. S. A., Secretary- 
General. 


J.A.M.A., July 7, 1951 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Arizona:* Examination. Phoenix, July 17-19. Reciprocity. Phoenix, July 21. 
Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix. 

CALIFORNIA: Written. San Francisco, Aug. 20-23. Oral. Los Angeles, 
August 18. Oral and Clinical Examination for Foreign Medical School 
Graduates. Los Angeles, August 19. Sec., Dr. Frederick N. Scatena, 
1020 N St., Sacramento 14. 

COLORADO:* Reciprocity. Denver, July 10. Sec., Dr. George H. Gillen, 831 
Republic Bldg., Denver 2. 

CONNECTICUT:* Regular. Examination. Hartford, July 10-11. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., Hartford. Homeopathic. 
Derby, July 11-12. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DELAWARE: Examination. Dover, July 10-12. Reciprocity. Dover, July 19. 
Sec., Dr. J. S. McDaniel, 229 S. State St., Dover. 

GeorGia: Atlanta, June. August, Oct. 9-11. Sec., Mr. R. C. Coleman, 111 
State Capitol, Atlanta. 

GuaM: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John Y. Battenfield, 
Agana. 

Hawat: Examination. Honolulu, July 9-12. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

IDAHO: Boise, July 9-11. Sec., Mr. Armand L. Bird, 305 Sun Bldg., Boise. 

MaINe: Augusta, July 10-11. Sec., Dr. Adam P. Leighton, 192 State St., 
Portland. 

MASSACHUSETTS: Examination. Boston, July 10-13. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston 33. 

Nevapa:* Carson City, August 6. Sec., Dr. G. H. Ross, 112 North Curry 
St., Carson City. 

New Hampsuire: Concord, Sept. 12-13. Sec., Dr. John Samuel Wheeler, 
Room 107 State House, Concord. 

New Mexico:* Santa Fe, Oct. 8-9. Sec., Dr. Charles J. McGoey, Coro- 
nado Bldg., Santa Fe. 

NortH Carona: Reciprocity. Morehead City, July 28. Sec., Dr. Joseph 
J. Combs, 419 Professional Bldg., Raleigh. 

NortH Dakota: Grand Forks, July 4-7. Sec., Dr. C. J. Glaspel, Grafton. 

Oun10: Examination. Columbus, December. Reciprocity. Columbus, Aug. 
14. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus 15. 

OreEGON:* Examination. Portland, July 5-7. Sec., Mr. Howard I. Bobbitt, 
609 Failing Bldg., Portland 4 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 10-13. Act- 
ing Sec., Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

Puerto Rico: Examination. Santurce, Sept. 4. Sec., Mr. Luis Cueto Coll, 
Box 3717, Santurce. 

Ruope Is_tanp:* Examination. Providence, July 5-6. Administrator of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bidg., 
Providence. 

SoutH Dakota: Rapid City, July 17-18, Sec., Dr. Clarence E. Sherwood, 
109 Center St., West, Madison. 

UtaH: Salt Lake City, July 11-13. Asst. Dir., Mr. Frank E. Lees, 324 State 
Capitol Bldg., Salt Lake City 1. 

WASHINGTON:* Seattle, July 16-18. Sec., Department of Licenses, Mr. 
Edward C. Dohm, Olympia. 

West VirGinia: Charleston, July 9-11. Sec. Dr. N. H. Dyer, Capitol 
Bidg., Charleston 5. 

WISCONSIN:* Milwaukee, July 10-12. Sec., Dr. C. A. Dawson, River Falls. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALASKA: Juneau, August. Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 

District oF COLUMBIA: Examination. Washington, Oct. 22-23. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bidg., Washington. 

lowa: Examination. Des Moines, July 10. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

MICHIGAN: Detroit and Ann Arbor, Oct. 12-13. Examination. Sec., Miss 
Eloise LeBeau, 501 W. Michigan Ave., Lansing 15. 

NEBRASKA: Examination. Omaha, Oct. 2-3. Director, Bureau of Examining 
Boards, Mr. Oscar F. Humble, Room 1009, State Capitol Bidg., Lincoln 9. 

NevapDa: Examination. Reno, July 3. Sec., Mr. Frank Richardson, Uni- 
versity of Nevada, Reno. 

OKLAHOMA: Oklahoma City, Sept. 14. Sec., Dr. Frank C. Gallaher, 813 
Braniff Bidg., Portland 4. 

OreGcon: Examination. Portland, Sept. 8 and Dec. 1. Sec., Dr. Charles D. 
Byrne, State Board of Higher Education, University of Oregon, Eugene. 

RHODE IsLAND: Examination. Providence, August 8. Administrator of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

TENNESSEE: Examination. Memphis, July 5-6. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis. 

Texas: Examination. Austin, October. Chief Clerk, Mr. B. H. Kirk, 306 
Nalle Bidg., Austin. 

WASHINGTON: Examination. Seattle, July 11-12. Sec., Department of 
Licenses, Mr. Edward C. Dohm, Olympia. 


* Basic Science Certificate required. 
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DEATHS 


Emerson, Linn ® Orange, N. J.; born in McDonough, N. Y., in 
1873; Jefferson Medical College of Philadelphia, 1897; an Associ- 
ate Fellow of the American Medical Association and in 1914- 
1915 a member of its House of Delegates; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology and the 
American Laryngological, Rhinological and Otological Society; 
fellow of the American College of Surgeons; specialist certified 
by the American Board of Ophthalmology and the American 
Board of Otolaryngology; on the advisory board of Selective 
Service during World Wars I and II; at one time attending oculist 
at Manhattan Eye, Ear, and Throat Hospital in New York; 
consulting ophthalmologist to the New Jersey Orthopedic Hos- 
pital, House of the Good Shepherd, Dover (N. J.) General Hos- 
pital, and the Orange Memorial Hospital, where he died April 
17, aged 77, of cerebral hemorrhage. 


Hodges, Joe Shirley, Dallas, Texas; born in Canton, Texas, Sept. 
23, 1897; Tulane University of Louisiana School of Medicine, 
New Orleans, 1923; clinical associate professor of pediatrics at 
Southwestern Medical School of the University of Texas; for- 
merly on the faculty of Baylor University College of Medicine; 
member of the American Medical Association; a charter member 
of the Dallas Southern Clinical Society; in 1947 president of the 
Dallas Pediatric Society; president of the Highland Park school 
board; chairman of the management board that planned and 
built the Park Cities YMCA and president of the Southwestern 
Amateur Athletic Union; served as city health officer for Uni- 
versity Park; affiliated with Parkland Hospital; died April 24, 
aged 53, of coronary occlusion. 


Coonse, George Kenneth @ Boston; born in Seattle Dec. 25, 
1897; Harvard Medical School, Boston, 1924; certified by the 
National Board of Medical Examiners; specialist certified by the 
American Board of Orthopaedic Surgery; member of the Ameri- 
can Orthopaedic Association and the American Academy of 
Orthopaedic Surgeons; fellow of the American College of Sur- 
geons; associate in orthopedic surgery at his alma mater; affiliated 
with Boston City Hospital and the Newtown-Wellesley Hospital 
in Newton Lower Falls; at one time professor of orthopedic 
surgery at the University of Missouri in Columbia, where he had 
been consulting orthopedic surgeon at Boone County Hospital 
and chief surgeon of the Missouri State Crippled Children’s 
Service; died Feb. 15, aged 53. 


Salinger, Harry, Chicago; born in Chicago March 7, 1883; Jen- 
ner Medical College, Chicago, 1912; member of the American 
Medical Association; past president, vice president, and formerly 
director of the Bankers Association for Foreign Trade, a vice 
president and director of the Chicago Association of Commerce, 
a member of the foreign advisory committee of the University of 
Illinois, and a member of the executive committee of the foreign 
reconstruction committee of the National Foreign Trade Coun- 
cil; retired vice president of the First National Bank of Chicago; 
died in St. Luke’s Hospital April 8, aged 68, of carcinoma of 
the liver. 


Brown, Thomas Kenneth © St. Louis; born in Soldier’s Grove, 
Wis., Dec. 17, 1898; Washington University School of Medicine, 
St. Louis, 1924; professor of clinical obstetrics and gynecology 
at his alma mater; specialist certified by the American Board of 
Obstetrics and Gynecology; member of the American Gyneco- 
logical Society; served as president of the St. Louis Gynecologi- 
cal Society; chief-of-staff of Homer G. Phillips Hospital; affili- 
ated with City, St. Louis Maternity, Barnes, and Children’s hos- 
pitals; died in Rochester, Minn., April 30, aged 52, of coronary 
insufficiency. 

Blandford, Mark Hardin, Columbus, Ga.; Baltimore Medical 


College, 1908; for many years city physician; on the staff of City 
Hospital, where he died April 6, aged 66, of diabetes mellitus. 


@ Indicates Fellow of the American Medical Association. 


Brewning, Irving Robert, Grand Rapids, Mich.; Rush Medical 
College, Chicago, 1920; surgeon for the Pennsylvania Railroad 
Company; served during World War I; died in Butterworth 
Hospital April 29, aged 59, of coronary occlusion. 


Buechler, Joseph L. A., Freeburg, Mo.; Barnes Medical College, 
St. Louis, 1893; physician for the Chicago, Rock Island & Pacific 
Railroad; died April 21, aged 77, of diabetes mellitus and heart 
disease. 


Burriss, Walton Swindells, Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1905; member of the 
American Medical Association; affiliated with St. Luke’s and 
Children’s Medical Center; died in Newton, Pa., April 23, aged 
68, of coronary thrombosis. 


Cabot, Caroline Whittier, Weehawken, N. J.; Woman’s Medical 
College of the New York Infirmary for Women and Children, 
New York, 1887; died April 26, aged 96. 

Cardell, Leonard Arthur, Nashville, Tenn.; Meharry Medical 
College, Nashville, 1929; died April 12, aged 47. 

Clark, Samuel Ford, Ypsilanti, Mich.; Meharry Medical College, 
Nashville, Tenn., 1916; formerly county coroner; served during 
World War I; died April 19, aged 62. 

Cohen, Rose, New York; Cornell University Medical College, 
New York, 1905; an Associate Fellow of the American Medical 


Association; died in April, aged 84, of arteriosclerosis. 


Combs, John Wesley, Santa Ana, Calif.; Kentucky University 
Medical Department, Louisville, 1906; died in Santa Ana Com- 
munity Hospital April 25, aged 75, of coronary thrombosis, 
chronic arthritis, abdominal aneurysm, and prostatic hyper- 
trophy. 


Conroy, John Stanislaus, Miami, Fla.; Jefferson Medical College 
of Philadeiphia, 1910; served during World War I; died March 
30, aged 63, of coronary artery disease. 


Cox, Jonathan West, Powell, Tenn.; Wayne University College 
of Medicine, Detroit, 1943; served an internship and residency 
at Knoxville (Tenn.) General Hospital; county health officer; 
died March 23, aged 41, of heart disease. 


Cragwall, Albert Owen, Stephenville, Texas; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1900; member of the 
American Medical Association; died May 18, aged 74, of heart 
disease. 


Davison, Bruce Howard, Port Arthur, Texas; Baylor University 
College of Medicine, Dallas, 1920; member of the American 
Medical Association; died April 9, aged 54, of carcinoma of the 
pancreas and liver. 


De Armond, Richard S., Portland, Ore.; Williamette University 
Medical Department, Salem, 1904; member of the American 
Medical Association; died April 20, aged 75, of cerebral hemor- 
rhage. 


Decker, John Jacob ® Manhasset, L. I., N. Y.; New York Uni- 
versity Medical College, New York, 1897; past president of the 
Bronx County Medical Society; served on the staff of the Harlem 
Eye and Ear Hospital in New York; died in Albany March 7, 
aged 77, of cerebral arteriosclerosis. 


Donovan, Patrick M., Canandaigua, N. Y.; University of Buffalo 
School of Medicine, 1901; died April 30, aged 76. 


Dugan, Lawrence Jay, Maplewood, Mo.; University of Arkansas 
School of Medicine, Little Rock, 1933; member of the American 
Medical Association and the American Association of Industrial 
Physicians and Surgeons; served during World War II; died in 
the Veterans Administration Hospital, Jefferson Barracks, April 
25, aged 44, of cerebral thrombosis, hypertension, and cardio- 
vascular disease. 
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Dulin, John Albert, Sigourney, lowa; State University of lowa 
College of Medicine, lowa City, 1903; member of the Ameri- 
can Medical Association; died in Mount Pleasant April 2, aged 
76, of bronchopneumonia. 


Ehlers, Henry ® Fowler, Calif.; University of California Medical 
School, San Francisco, 1914; served during World War I; on 
the staff of Fowler Municipal Hospital, where he died April 25, 
aged 61, of cerebral hemorrhage. 


Ellingson, Abel Rudolph © Detroit Lakes, Minn.; University of 
Minnesota Medical School, Minneapolis, 1925; fellow of the 
American College of Surgeons; past president of the Clay-Becker 
Counties Medical Society; for many years county coroner; 
served as a member of the city school board; on the staff of St. 
Mary’s Hospital; died in St. Barnabas Hospital, Minneapolis, 
May 21, aged 54, of coronary thrombosis and cerebral embolism. 


Epstein, Samuel S., Chicago; Chicago College of Medicine and 
Surgery, 1914; member of the American Medical Association; 
also an attorney; state representative of the 19th District; died 
in Mount Sinai Hospital April 2}, aged 61, of coronary disease. 


Eshleman, Robert H., Philadelphia; Medico-Chirurgical College 
of Philadelphia, 1911; member of the American Medical Associ- 
ation; died April 28, aged 64, of carcinoma. 


Estes, Elmer Nelson, Lexington, Ky.; Louisville Medical College, 
1906; member of the American Medical Association; on the 
courtesy staff of St. Joseph Hospital and Good Samaritan Hos- 
pital, where he died April 14, aged 68, of cerebral hemorrhage. 


Faulkner, Coryell Vincent, Lake Worth, Fla.; Kansas Medical 
College, Medical Department of Washburn College, Topeka, 
1899; served during the Spanish-American War; died in the 
Veterans Administration Hospital, Coral Gables, March 19, 
aged 78, of arteriosclerotic heart disease. 


Fischbach, Howard Phillip, Sr. ® Cincinnati; Pulte Medical Col- 
lege, Homeopathic, Cincinnati, 1909; fellow of the American 
College of Surgeons; on the staff of Bethesda Hospital; died in 
Flathead Lake, Mont., April 22, aged 66, of coronary throm- 
bosis. 


Fisher, John Baxter, Memphis, Tenn.; Memphis Hospital Medi- 
cal College, 1901; died in the Baptist Hospital April 6, aged 76. 


Fisher, Roy Alm, Jr., Knoxville, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1939; member of the American 
Medical Association and Southeastern Surgical Congress; died in 
Fort Sanders Hospital April 29, aged 36, of Hodgkin’s disease. 


Gholson, Norman Glasgow, Holly Springs, Miss.; Medical Col- 
lege of Ohio, Cincinnati, 1904; died in Memphis April 8, aged 75. 


Hall, Rosetta Sherwood, Ocean Grove, N. J.; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1889; for many years a 
medical missionary in the Far East; died April 5, aged 85, of 
heart disease. 


Hodskins, Morgan Brewster, Palmer, Mass.; University of Ver- 
mont College of Medicine, Burlington, 1899; member of the 
American Medical Association, American Psychiatric Associa- 
tion, and the New England Society of Psychiatry; specialist cer- 
tified by the American Board of Psychiatry and Neurology; 
served with the Massachusetts Department of Mental Health; 
retired as superintendent of Monson State Hospital in 1946; died 
in Wing Memorial Hospital April 3, aged 76, of arteriosclerosis. 


Horton, Barney Elliott, Atlanta, Ga.; Atlanta College of Physi- 
cians and Surgeons, 1900; member of the American Medical 
Association; died April 23, aged 77. 


Hutcherson, Robert L., Delaplaine, Ark.; Memphis Hospital 
Medical College, 1903; member of the American Medical Associ- 
tion; died in St. Bernard’s Hospital in Jonesboro, April 26, 
aged 83. 


Jenifer, Daniel of St. Thomas © Towson, Md.; University of 
Maryland School of Medicine, Baltimore, 1904; served in France 
during World War I; examining physician for the police and fire 
departments of Baltimore County; for many years physician for 
the Maryland Training School for Boys; on the staff of Union 
Memorial Hospital in Baltimore; died April 30, aged 67, of 
myocardial infarction. 
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Kalloch, Herbert Franklin, Fort Fairfield, Maine; Bellevue Hos- 
pital Medical College, New York, 1898; member of the Ameri- 
can Medical Association; served on the board of health for 
many years; instrumental in founding the Carnegie Library; 
died April 2, aged 82. 

King, William Rufus, Gila, Ariz.; St. Louis University School 
of Medicine, 1909; served during World War I; died in the 
Southern Pacific Sanatorium in Tucson May 9, aged 65, of 
acute coronary occlusion. 


Kistler, William Earl, Swarthmore, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1909; affiliated with J. 
Lewis Crozer Homeopathic Hospital, Chester; director of the 
Swarthmore National Bank; died April 24, aged 66, of 
aneurysm. 


Kline, Ernest Hall, Nyack, N. Y.; Cornell University Medical 
College, New York, 1928; member of the American Medical 
Association; fellow of the American College of Surgeons; served 
during World War II; attending surgeon, Nyack Hospital; vis- 
iting surgeon, Rockland State Hospital in Orangeburg; consulting 
surgeon, Letchworth Village in Thiells; died April 18, aged 48. 


Somers, Charles Irving ®@ Crisfield, Md.; George Washington 
University School of Medicine, Washington, D. C., 1933; died 
in McCready Memorial Hospital April 13, aged 43, of angina 
pectoris. 


Spencer, Frank Daniel ® Salt Lake City; Columbia University 
College of Physicians and Surgeons, New York, 1918; fellow 
of the American College of Surgeons; medical director of the 
Pacific National Life Assurance Company; local surgeon, the 
Denver and Rio Grande and the Western Pacific railroads and 
Utah Fuel Company; affiliated with St. Mark’s Hospital, where he 
died April 13, aged 60, of coronary occlusion. 


Spencer, Wilbur F., Geneseo, Ill.; Chicago Homeopathic Medi- 
cal College, 1888; member of the American Medical Associ- 
ation; died in Mound Park Hospital, St. Petersburg, Fla., April 
6, aged 87, of cerebral thrombosis. 


Stimpson, George Clyde, Poy Sippi, Wis.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1908; member of the 
American Medical Association; served during World War I; died 
April 20, aged 68, of coronary thrombosis. 


Strauss, Simon @ St. Petersburg, Fla.; University of the City of 
New York Medical Department, New York, 1891; Friedrich- 
Wilhelms-Universitat Medizinische Fakultaét, Berlin, Prussia, 
1893; an Associate Fellow of the American Medical Association; 
member of the Medical Society of the State of New York; 
formerly on the faculty of New York Polyclinic Medical School 
and Hospital; served during World War I; formerly on the staff 
of the Israel Zion Hospital in Brooklyn; died in the Veterans 
Administration Center, Bay Pines, April 7, aged 83, of arterio- 
sclerotic heart disease. 


Thomas, John M. © Columbus, Ohio; Starling Medical College, 
Columbus, 1900; on the staff of Grant Hospital; formerly 
physician at the Ohio State Penitentiary; died April 8, aged 75, 
of coronary occlusion. 


Weiksner, Francis Alexander, Worcester, Mass.; Middlesex Col- 
lege of Medicine and Surgery, Boston, 1930; retired police sur- 
geon; member of the American Medical Association; died in 
St. Vincent Hospital April 10, aged 49, of diabetes mellitus and 
hypertensive cardiovascular disease. 


Weiss, Solomon, Chicago; Loyola University School of Medi- 
cine, Chicago, 1922; member of the American Medical Associa- 
tion; served during World War I; died in Evangelical Hospital 
April 28, aged 58, of coronary occlusion and arteriosclerosis. 


Whitehead, Lawther Jackson © Richmond, Va.; Medical College 
of Virginia, Richmond, 1916; associate professor of radiology at 
his alma mater; specialist certified by the American Board of 
Radiology; served on the staffs of the Westbrook Sanatorium, 
Johnston-Willis Hospital, and Tucker Hospital; died Feb. 26, 
aged 59, of heart failure and hemiplegia. 


Whitehouse, Eugene Dizer, Newcastle, Maine; Harvard Medical 
School, Boston, 1905; member of the American Medical Associa- 
tion and the Massachusetts Medical Society; formerly practiced 
in Quincy, Mass., where he was on the staff of Quincy City Hos- 
pital; died March 28, aged 72. 
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GOVERNMENT SERVICES 


ARMY 


Residents Begin Training in Army Hospitals.—Seventy-three 
Army physicians have been selected by the professional educa- 
tion committee of the Surgeon General's office to enter resi- 
dency training on July | under the graduate professional edu- 
cation program. The number of residents selected for entry into 
the professional training program this year is less than in 
previous years owing to the fact that the Army Medical Service 
has fulfilled its commitment to those officers whose training was 
interrupted to serve in Korea by permitting them to re-enter 
their residencies. However, the 73 new residents will bring the 
total number of Army residents in training to 284. 

In the selection of this group most consideration was given 
to those regular Army officers who had completed at least two 
years of commissioned service subsequent to their internship, 
under a policy of the secretary of defense. Officers serving in 
all parts of the world were considered, and those selected who 
were serving overseas were returned to the United States in 
time to begin training on July 1. 

Eighteen specialty fields are represented among the 73 resi- 
dents. Training in each of these specialties carries full credit 
toward certification by an American specialty board. This train- 
ing is conducted by military and civilian physicians who are 
eminently qualified in their specialty fields. The new residents 
will be assigned to the following four Army hospitals: Brooke, 
Fort Sam Houston, Texas; Fitzsimons, Denver; Letterman, San 
Francisco, and Walter Reed, Army Medical Center, Wash- 
ington, D. C. 


U. S. ATOMIC ENERGY COMMISSION 


Radiation Hazards Will Not Delay Rescue.-—Brig. Gen. James 
Cooney, radiation safety adviser to joint task force 3 stated June 
13 that “our experience in recent test programs repeatedly has 
demonstrated that radiation hazards will not delay rescue and 
recovery work after an air burst of an atom bomb. There is no 
reason that every casualty cannot be removed and treated im- 
mediately without serious radiation hazard to rescuers. 

“In the case of a high aerial burst of an atomic weapon, such 
as I think probably would be used, there would be no residual 
radiation. In a low air burst just above the ground’s surface, 
the significant residual radiation would be confined to an area 
300 to 400 yards in radius. No rescue work would be required 
in this area because it would be devastated. Rescuers would not 
be subject to injurious ionizing radiation in reaching survivors. 

“Radiation safety surveys made after the tests in the immedi- 
ate area of Eniwetok Atoll and neighboring inhabited atolls 
failed to reveal any contamination of a serious nature. Food 
and drinking water outside the destroyed area continued to be 
fit for consumption. 

“The immediate radiation hazard from the air burst dis- 
appears after the first two minutes. Rescue, fire fighting and 
recovery work can begin immediately in any area where there 
is life, as in any major catastrophe caused by conventional air 
attacks, earthquakes or disasters on the scale of those at Texas 
City and Halifax.” 


AIR FORCE 


New Research Director.—Dr. Alfred H. Lawton has assumed 
the duties of research director for the Air Force Medical Service. 
Since 1948 he has been research chief for the Research and 
Education Service in the Veterans Administration Department 
of Medicine and Surgery and assistant professor of clinical medi- 
cine at George Washington University School of Medicine, 
Washington, D. C. He was formerly dean of the school of 
medicine and professor of physiology and pharmacology at the 
University of North Dakota and assistant professor of physi- 
ology, pharmacology and medicine at the University of Arkan- 
sas Medical School. 


PUBLIC HEALTH SERVICE 


Report on Influenza.—Influenza in the United States during 
1951 was prevalent in the northwestern, central, and western 
parts of the country, according to a preliminary report on the 
third year of operation of the Influenza Information Center at 
the National Institutes of Health. The disease was mild and 
nearly al! isolations were identified as the A-prime type, closely 
resembling isolations made in 1950. 

The Influenza Information Center is the terminal reporting 
point for the Influenza Study Program in the United States. Re- 
ports of influenza outbreaks and laboratory identifications are 
furnished simultaneously to the center and to the state health 
department concerned by a network of eight regional influenza 
laboratories and 50 coordinating laboratories especially skilled 
in the investigation of influenza and other virus diseases. The 
Influenza Study Program in the United States is under the gen- 
eral supervision of an advisory committee responsible to the 
Surgeons General of the Public Health Service, the Army, Navy 
and Air Force. It is part of the world-wide influenza study pro- 
gram of the World Health Organization. 

The first isolation of influenza virus in the winter season in 
the United States was reported in Pittsburgh from a patient who 
became ill on Dec. 27, 1950. The virus was A-prime type, but 
there was no general increased prevalence of influenza through- 
out the United States; however, isolations of virus from sporadic 
cases were made in the New York State region and the Michi- 
gan region. In the third week of January a small localized sharp 
outbreak of influenzalike disease was reported in central Ala- 
bama, and influenza virus A-prime type was subsequently iso- 
lated from material collected at that time. 

In the last week of January influenza appeared in Niagara 
Falls, N. Y., and also in an isolated community in northwest 
Maine but was not confirmed etiologically. Early in February 
the disease increased in incidence in Niagara Falls and appeared 
in Buffalo and subsequently appeared in other communities in 
upper New York State, where several strains were established, 
and in some communities in New England, particularly in the 
eastern part of Massachusetts. During this time it also appeared 
in Philadelphia, reaching a peak the last of February, and influ- 
enza A-prime was recovered. Acute outbreaks occurred in three 
hospitals in New York City in the last half of February, involv- 
ing both patients and staff, from which influenza virus was iso- 
lated. Concurrently an unusual prevalence of influenzalike 
disease was noted locally about the city, and virus was recov- 
ered. In Cleveland and Chicago a mild form of clinical influ- 
enza was noted in unusual numbers, and influenza A-prime virus 
was isolated from some of the cases. On the West Coast and 
in Texas clinical influenza also appeared, and serologic and 
virus isolation indicated it was the general A group. 

During March the incidence subsided generally throughout 
the United States and reached normal levels the latter part of 
the month. Military installations, particularly Fort Dix and Fort 
Monmouth, N. J., had reported an unusual amount during Feb- 
ruary. The disease was very mild with no increased mortality 
in the young adult age groups, though the mortality figures for 
all ages showed a slight rise in the latter part of February and 
early March over a three-year median. 

To date reports of 79 isolations of influenza A-prime virus 
have been received from laboratories in the United States this 
season. There have also been two type A, ore tyne RP, and one 
type C (Francis) strains isolated. A total of 958 paired sera have 
shown significant antibody rises for the general influenza A 
group, and 22 paired sera have shown rises for type B. 


The Indo-China Mission.—Dr. Bernard W. Rosenburgh, a 
Public Health Service officer, was scheduled to leave June 15 
for Saigon, Indo-China, to serve as a public health administrator 
attached to the special technical and economic mission of the 
Economic Cooperation Administration. He becomes the seventh 
PHS officer to join the Indo-China mission established by ECA 
at the request of the Viet-Nam government in May, 1950. He 
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brings to his new post some six years’ experience with the 
Bureau of Indian Affairs of the U. S. Department of the Interior, 
where he has served as medical officer at various Indian reser- 
vations. Previously he was superintendent of the Bronx Ma- 
ternity Hospital, Bronx, N. Y., and an intern in the Israel Zion 
Hospital, Brooklyn. Dr. Rosenburgh received his A.B. from 
Columbia in 1930 and his M.D. from the University of Vienna, 
Austria, in 1938. His tour of duty in Indo-China is expected 
to last two years. 


Examination for Regular Medical Officers—An examination 
for appointment of medical officers in the regular corps of the 
United States Public Health Service will be held Sept. 4 to 6 
at a number of points throughout the United States. Applica- 
tions must be received no later than Aug. 6. Appointments will 
be made in the grades of assistant surgeon, equivalent to the 
Navy rank of lieutenant (j. g.), and senior assistant surgeon, 
equivalent to lieutenant. In making assignments, consideration 
is given to the officer’s preference, ability, and experience; how- 
ever, all commissioned officers are subject to change of station 
and assignment as necessitated by the needs of the service. Ap- 
pointments are permanent in nature and provide opportunities 
to qualified physicians for a life career in clinical medicine, 
research, and public health. 

Entrance pay for an assistant surgeon with dependents is 
$5,686.56 per annum; for senior assistant surgeon with depen- 
dents, $6,546. These figures include the $1,200 annual addi- 
tional pay received by medical officers as well as subsistence 
and rental allowance. Retirement pay after 30 years of service 
or at the age of 64 is three-fourths of the annual basic pay at 
the time of retirement. 

Application forms may be obtained from the Surgeon Gen- 
eral, U. S. Public Health Service, Washington 25, D. C. Atten- 
tion: Division of Commissioned Officers. 


Dr. Kety Appointed Scientific Director.—Dr. Seymour S. Kety 
of Philadelphia has been appointed scientific director for the 
joint research program of the Mental Health Institute and the 
Neurological Diseases and Blindness Institute of the National 
Institutes of Health. Dr. Kety comes to the Public Health Serv- 
ice from the University of Pennsylvania, where he has been pro- 
fessor of clinical physiology at the Graduate School of Medicine. 
In 1949 he received the Theobald Smith Award for Research 
in Medical Sciences given by the American Association for the 
Advancement of Science. The award cited his work on measure- 
ment of blood flow and oxygen consumption of the human brain. 
He has been special consultant in physiology to the United States 
Navy and the Air Force and serves on the scientific council of 
the National Heart Association and the research council of the 
United Cerebral Palsy Association. He is also on the editorial 
board of the Journal of Pharmacology and Experimental Thera- 
peutics. 


Mission in Burma.—Dr. James Whitman Agna, Cincinnati, and 
Dr. David Hyman Feldman, Chicago, two Public Health Serv- 
ice officers, were scheduled to leave for Rangoon June 19 to 
join the Specialized Technical and Economic Mission in Burma, 
which is administered by the Economic Cooperation Adminis- 
tration. They are expected to remain there two years. 

The ECA mission, undertaken at the request of the Burmese 
government, has been in existence since October, 1950, with Dr. 
Leroy R. Allen of the Public Health Service as chief of its public 
health division. The medical personnel attached to the mission 
now numbers 15. Primary emphasis is placed on the organiza- 
tion of public health demonstration teams to help train personnel 
within the country in modern public health methods. 


Institute of Arthritis and Metabolic Disease.—The new National 
Institute of Arthritis and Metabolic Disease will have the fol- 
lowing three main divisions: laboratory research branch, clini- 
cal investigations branch, and extramural programs branch. The 
new Institute replaces the former Experimental Biology and 
Medicine Institute and was established in 1950 by Public Law 
692 to provide expanded activities for research in the fields of 
arthritis, rheumatism, and the metabolic disorders. Of the three 
main divisions in the new Institute, only the laboratory research 
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branch has been established. This was formed by the transfer of 
the four laboratories that comprised the former Experimental 
Biology and Medicine Institute. Under the reorganization, the 
following were advanced to new positions: Dr. James S. Hund- 
ley is chief of the laboratory of biochemistry and nutrition, and 
Dr. Lyndon F. Small is the chief of the laboratory of chemistry. 
The following continue as chiefs of their laboratories: Dr. Ralph 
D. Lillie, laboratory of pathology and pharmacology, and Dr. 
Paul A. Neal, laboratory of physical biology. Chiefs of the three 
divisions of the NIAMD have not been appointed as yet. 


Personal._-Dr. Dale C. Cameron has been appointed chief of 
the cooperative health services branch of the Division of Indus- 
trial Hygiene, U. S. Public Health Service. Formerly assistant 
director of the National Institute of Mental Health, Dr. Cam- 
eron recently completed a one-year postgraduate course at 
Johns Hopkins University, where he was awarded the degree 
of master of public health. Prior to that, he served one year as 
consultant to the fact-finding staff of the Midcentury White 
House Conference on Children and Youth, assisting in the prepa- 
ration of the health section of the fact-finding report. He is a 
native of Nebraska. 

Dr. Jack C. Haldeman has been appointed chief of the 
Division of State Grants of the Public Health Service succeed- 
ing Dr. Estella Ford Warner, who has been assigned to a Point 
4 mission in Beirut, Lebanon. Dr. Haldeman will administer 
the multimillion dollar program of grants-in-aid to states for 
the development of state, territorial, and local public health 
services and will also direct a program of technical and con- 
sultive services provided, on request, to state and territorial 
health authorities. Since 1948 Dr. Haldeman has been medical 
director of the Arctic Health Research Center in Anchorage, 
Alaska. | 


112 Interns Appointed.—-Appointment of 112 senior medical 
students to rotating medical internships beginning July 1, 1951, 
has been announced by the Public Health Service. The students 
are from 29 states, the District of Columbia, and Puerto Rico. 
They will serve in the 11 Public Health Service hospitals 
approved for internships by the Council on Medical Education 
and Hospitals of the American Medical Association. Interns 
are selected from senior students who will graduate during the 
year from approved medical schools. They are appointed assist- 
ant surgeons in the reserve corps of the Public Health Service 
and called to duty July 1. As members of the corps, interns 
serve on an active duty status and enjoy all the rights and privi- 
leges of commissioned officers, except that they will not be 
entitled to the $100 a month incentive pay. 


First Dyer Lecture.—George W. Beadle, Ph.D., chairman, di- 
vision of biology, California Institute of Technology, gave the 
first R. E. Dyer Lecture at the National Naval Medical Center, 
Bethesda, Md., June 21 on “Genetic Control of Metabolism.” 
Dr. Beadle is known for his work on biochemical genetics, par- 
ticularly for his demonstration of the influence of genes on 
specific chemical reactions. 


VETERANS ADMINISTRATION 


Hospital News.—On June 1, 1951, Dr. Lewis R. Wolberg, 
assistant clinical professor of psychiatry, New York Medical 
College and Flower Hospital, conducted a seminar at the Vet- 
erans Administration Hospital, Northport, L. L., N. Y., on the 
techniques of hypnotic induction. 


Personal.—Dr. Houghton W. Baxley, present manager of the 
Veterans Administration Hospital in Fort Benjamin Harrison, 
Ind., has been appointed manager of the Huntington, W. Va., 
VA Hospital, replacing Mr. Samuel R. Goodwin, who will re- 
tire at the end of June. Replacing Dr. Baxley at Fort Benjamin 
Harrison will be Dr. Clifton H. Smith, who will move from the 
VA Hospital in Atlanta. The Fort Benjamin Harrison Hospital 
is scheduled to close in early 1952, at which time Dr. Smith will 
become manager of a new VA Hospital then to be opened in 
Indianapolis. 
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LONDON 


Health Service Finance.—In his annual report for 1949-1950, 
Sir Frank Tribe, Comptroller and Auditor General, complains 
of the delay by the Ministry of Health in conveying to hos- 
pital authorities comments made by the auditors which “sug- 
gested irregularity or inadequate control of expenditure” (Brit. 
M. J. supp., May 12, 1951). The Ministry explained that these 
delays were due to pressure of work and certain other difficulties 
and has arranged for their more prompt attention in the future. 
Sir Frank Tribe also found that some hospital authorities had not 
adjusted or had declined to adjust excessive salaries when re- 
quested by the Ministry to do so, while in other hospitals defects 
have been found in the arrangements for paying wages or sal- 
aries. The Ministry told the comptroller that it relied on depart- 
mental auditors to draw attention to defects of this kind, but 
it proposed to include the subject in a general financial circular 
to hospital authorities. 

A number of hospitals were still found to be failing to main- 
tain adequate store accounts and inventories, despite criticism 
on this point in the Auditor General’s previous annual report. 
Some latitude must be allowed because of the shortage of staff. 
The Ministry has not yet been able to extend its powers of cen- 
tral purchase to goods in general use other than specialized 
equipment and some scarce or costly drugs. The accounts include 
receipts totaling some 62 million dollars from accommodations 
used by private (fee-paying) patients. These patients should pay 
enough to cover their full cost of treatment, but the Auditor 
General found that the charges at some hospitals were less than 
they should be if based on current costs in 1949-1950. In Janu- 
ary of this year, the Ministry informed him that the situation 
would be watched. 

The pricing of prescriptions is also considerably in arrears, 


_ and substantial payments on account are made to the chemists 


pending final settlement. The Ministry’s auditors also drew atten- 
tion to payments made to ophthalmic medical practitioners for 
tests carried out at hospitals at which the practitioners were 
employed by the hospital boards under contract as part-time 
consultants. The Ministry informed the Auditor General that 
some of these payments have been recovered, that others are 
being investigated, and that administrative action had been 
taken to prevent recurrence of irregularities of this kind. 

In the same supplement of the British Medical Journal (May 
12), Dr. Bathurst Norman of Sudbury, Suffolk, states that the 
annual report of the council reveals some of the problems that 
have arisen from the centralization of administration in the 
Health Service. Detailed but remote financial control by the 
Ministry makes for financial irresponsibility at the periphery. 
A nationalized health service can succeed only if it is decen- 
tralized and if responsibility is allowed locally. This pertains to 
professional as well as to administrative aspects. Many members 
of medical staffs have noted along with very substantial benefits 
a perceptible decline in morale and in the sense of personal re- 
sponsibility. On the professional side there is no liaison between 
the local group and headquarters. There is, therefore, no method 
by which the quality of work done can be assessed. He par- 
ticularly decries the deprivation of hospital staffs of effective 
control in staff appointments. The necessity for self-help has 
been removed from local hospitals, and they are losing the will 
and capacity for helping themselves. 


Cutting from Hippocrates’ Tree.—A cutting from a gigantic 
oriental plane tree on the island of Cos, under whose branches 
Hippocrates is reputed to have taught his pupils and held his 
open-air clinic, was planted recently in the Council garden at 
B. M. A. House, Tavistock Square. The cutting had been brought 
to this country by Dr. G. Loverdos, a Greek physician. Similar 
cuttings had been planted in Paris, Rome, Berne and Madrid. 
The Greek ambassador in London, M. Leon Melas, expressed 
the hope that the tree might flourish as a symbol of the happy 
relations between Great Britain and Greece. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


PARIS 


First International Congress on Psychiatry.—This congress was 
held in Paris Sept. 18-27, 1950, under the honorary presidency 
of Professor Lhermitte and the presidency of Professor Delay. 
More than 2,000 persons, representing 47 nations, attended. 


BRAIN FUNCTION STUDIES FOLLOWING LOBOTOMY 
AND TOPECTOMY 


H. J. de Barahona Fernandes (Lisbon) discussed the develop- 
ment of psychosurgery, which has achieved spectacular results. 
Meyer (London) reviewed the results of 122 anatomic exami- 
nations in cases of prefrontal leukotomy. Granular or agranular 
areas constitute the only striking architectural difference in the 
lobe itself. The study showed that specific mental faculties can- 
not be related to well-defined regions of the granular frontal 
cortex but that there is a relation between the degree of altera- 
tion of personality and the damage sustained by prefrontal re- 
gions. No significant information has been obtained with respect 
to the pathology of functional psychosis. According to the 
author, the recurrence of symptoms of schizophrenic and affec- 
tive psychosis, and of neurosis after almost complete isolation 
of the prefrontal cortex, and the persistence of schizophrenic 
symptoms despite total bilateral lobectomy of frontal lobes 
render doubtful the theories on specific location of the morbid 
processes of these psychoses. 

Freeman (Washington) reported on his research, made in col- 
laboration with Watts, that led to “precision leukotomy.” Ac- 
cording to a hypothesis, visceral conscience, personal conscience, 
social conscience, and moral conscience would depend on neu- 
ronic mechanisms of the frontal cortex. Even very anterior 
lobotomy diminishes the function of dreams and phantasy and 
the activity of the mind. When lobotomy is more posterior, the 
other functions of personality are more or less reduced. When 
affect has disappeared, prefrontal lobotomy is valueless. 


MENTAL TEST METHODS AND CLINICAL PSYCHIATRY 


Bleuler (Zuerich) believes that projective tests are indispen- 
sable in the study of repression in the child but that they consti- 
tute only one means among others in adults. The tests help one 
to discover what is healthy in the patient. R. Nyssen (Brussels) 
believes that psychiatric application of the tests requires great 
prudence, as they are still in the experimental stage. A. Guera 
(Madrid) studied the thematic apperception test. The selectivity 
of projective tests must be perfected before results are com- 
parable with, for instance, those of efficiency tests. 


INDICATIONS FOR SHOCK THERAPY 


Fiomberti (Varese) noted that shock therapy may be useful 
in neurosis but is usually contraindicated in epilepsy. The opin- 
ion that insulin fixes the results of electroshock is in no way 
established. R. Dreszer (Poznan) studied the role of acetylcholine 
in the pathogenesis and treatment of schizophrenia. Acetyl- 
choline acts less through its relatively weak convulsive effects 


- than through autonomic changes. L. Meduna (Chicago) discussed 


carbon dioxide therapy. Sakel (New York), who introduced in- 
sulin therapy in 1927, gave a critical account of the successes 
and failures of the treatment. He stressed that insulin exerts a 
direct action on the central nervous system and can, therefore, 
be effective in schizophrenia. This partly explains the failure 
of other convulsants used without insulin in the treatment of 
this disease. 


EVOLUTION AND PRESENT TREND OF PSYCHOANALYSIS 

Mlle. Freud (London) discussed unfulfilled infantile desires. 
She advocated further study of the new concepts of pyscho- 
analysis by experiments on normal and deprived children. Levine 
(Cincinnati) explained the trend of psychoanalysis in America, 
its role in psychiatry and in general medicine. He also dealt 
with the problem of dependence, which, he says, is maintained 
by verbal intercourse in the classical methods of psychoanalysis 
and which present techniques endeavor to avoid. Alexander 
(Chicago) emphasized this point. 
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BEHAVIOR DISORDERS IN CHILDREN 

Professor Heuyer presented statistics on 4,187 subjects treated 
in his ward for 20 years or more. Social adaptation, evaluated 
on the basis of professional, familial and social behavior cri- 
teria, is good in 10% of cases, medium in 50%, poor in 12% 
and very poor in 9%. These results permit optimism with respect 
to the future of children with behavior disorders. Thibout 
(Amsterdam) proposed a structural analysis of personality with 
distinction made between the material factors and psychological 
factors. Krevelen (The Hague) studied the problems of the only 
child, Fortes (Lisbon) children’s reactions to war memories, and 
Sunier (Amsterdam) the prognosis of children of psychotic 
parents. 

GENETICS AND EUGENICS 

Fraser Roberts (London) dealt with the genetics of feeble- 
mindedness, Slater (London) with the genetic aspects of per- 
sonality, and Penrose (London) modern methods in the study 
of human genetics. F. Kallmann (New York) studied 1,332 
families with twins. A recessivity of schizophrenia and incom- 
plete dominance of depressive mania were noted. 


MISCELLANY 

Other subjects discussed at the congress included psycho- 
pathology of delirium, disorders consecutive to war, depersonali- 
zation, endocrine and vitamin therapy in psychiatry, group 
psychotherapy and cybernetics. 

Several films were presented, including one portraying the 
activities of the clinic of child neuropsychiatry of the Paris 
Faculty (Professor Heuyer), one on group therapy (Slavson, 
U.S.A.), and one on anxiety in the child (by Rene Spitz). Two 
important exhibits were organized, one on pathologic art, at the 
Sainte-Anne’s Hospital (Paris), and the other on the history and 
progress of psychiatry, at the Palais de la Decouverte. 


NORWAY 


Discovery of Cancer of the Stomach by Mass Radiography.— 
The latest publication from the Norwegian Radium Hospital 
comes from Dr. Selmer Rennzs, who makes an urgent plea, 
in the organ of the Norwegian Medical Association (Tidsskrift 
for Den Norske Laegeforening), April 15, 1951, for the sys- 
tematic radiographic examination of everyone over the age of 
50. He cites the findings of two large Norwegian hospitals, where 
in recent times only 17% of the patients with cancer of the 
stomach underwent resection. The percentage of operable cases 
could be raised by the routine periodic examination of the feces 
for blood in persons of cancer age, but experience has shown 
that the public is unwilling to cooperate wholeheartedly in such 
a measure. On the other hand, systematic radiographic exami- 
nations are accepted quite willingly. According to the experi- 
ence of the Radium Hospital, it is possible to examine some 30 
to 50 persons hourly by this method at a cost of about kr.2 
each (three radiograms). 

The cost of such systematic radiographic examination for 
cancer of the stomach is evidently much higher in the United 
States than in Norway. As Dr. Rennes points out, estimates in 
the United States show that it costs from $5,000 to $10,000 to 
discover a single case of cancer of the stomach by this method. 
These figures correspond to kr.35,000 to kr.70,000. On the other 
hand, if one case of cancer of the stomach can be found in Nor- 
way per 1,000 radiographic examinations of persons over the 
age of 50, the cost would be only between kr.2,000 and kr.3,000 
for each positive case. The cost to the community of employ- 
ing so many more radiologists for the execution of this measure 
would, of course, largely depend on the frequency with which 
it had to be repeated, and Dr. Rennes points out that it should 
not be necessary to repeat the examination every three months 
as suggested in some quarters. As for the age limit, he would 
reserve this measure for persons over the age of 50, as statistics 
for 1926-1935 have shown that between the ages of 31 and 50 
there were only six deaths from cancer of the stomach per 
10,000 live males in Norway. However, for persons with hypo- 
chylia, achylia, or pernicious anemia—conditions accompanied 
by susceptibility to cancer of the stomach—the age limit should 
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be some years below 50, and their radiographic examination 
should be repeated every year or half-year. 

There remains one argument against this measure, and Dr. 
Rennes admits that it is cogent. The sense of security conveyed 
by a negative radiographic report may be false. ROmcke of the 
Drammen Hospital has shown that 56 out of 616 cases repre- 
sented diagnostic mistakes referable to an ordinary radiographic 
examination. But no diagnostic test is foolproof, and, as long 
as Other diagnostic methods are not ignored, this argument 
against a systematic search for cancer of the stomach by radio- 
graphic examinations should lose much of its force. 


Unification and Control of Medical Certificates—The Nor- 
wegian Medical Association has, through special committees, 
studied the problem of medical certificates for several years. 
The last committee issued a report on March 1, 1951. It is cer- 
tain not to be the last word on the subject, but it gives a good 
bird’s-eye view, and it will provide the basis for a permanent 
solution of this problem. There seems to be an almost indefinite 
variety of certificates to which a doctor is expected to put his 
name, and the possibilities of trouble for him are even more 
varied. He is blamed for (1) basing his certificates on inadequate 
examinations, (2) issuing certificates of so reserved or summary 
a character that they have little or no medical significance, or (3) 
betraying such great prejudice in favor of the person examined 
that the certificate is medically indefensible and incompatible 
with objective judgment. 

Three main recommendations are presented in this report: 
1. Rules should be laid down for the guidance of doctors with 
regard to their conduct in this matter. 2. A permanent body 
with a paid secretary should be created with a view to dealing 
with certificate problems as they arise. 3. The doctor’s work in 
this field should be rationalized so that some uniformity in the 
drafting of certificates can replace the present confusion of 
forms. With regard to the second point, it is urged that the first 
duty of the proposed new body would be to raise the general 
medical standard in the matter of issuing medical certificates. 
This body should be composed of four members and four alter- 
nates. They should be appointed by the Norwegian Medical 
Association for a term of four years and should preferably be 
resident in or near Oslo, in order to be always on hand when 
required. The problem of how to remunerate doctors for this 
work will, perhaps, be simplified when rationalization and 
standardization have thrown further light on its scope. 


Prenatal Prophylaxis of Congenital Syphilis.—Since 1943, the 
notifications of cases of congenital syphilis in Norway have 
numbered about 70 to 80 every year. This is assuredly an under- 
estimate, because of the cases that escape detection for want of 
evidence of syphilis during the first few months of life. Again, 
syphilis is probably often overlooked when it leads to abortion 
and stillbirth. For many years the prenatal prophylaxis of con- 
genital syphilis has hinged on arsenic and bismuth, whose 
efficacy was such that they were not promptly abandoned when 
treatment of syphilis with penicillin was introduced in 1943. At 
the dermatological department of the Rikshospital in Oslo, peni- 
cillin has been combined with arsenic and bismuth until it was 
elear that penicillin alone was reliable. Such an approach might 
not be attractive to many, but it has been supported by a report 
by Dr. T. Berdal published in Tidsskrift for Den Norske Lage- 
forening, April 1, 1951. His material consists of 45 syphilitic 
pregnant women, most of whom were given the combined treat- 
ment in the three-year period 1947-1949. With only one excep- 
tion the infants born to these women were kept under clinical 
and serologic control, for more than four months after birth, 
and in most cases for more than a year. Not one of the infants 
showed any sign of syphilis. The reaction of the women was 
equally satisfactory. They were kept under observation for 
eight to 42 months, and not one presented any evidence of clini- 
cal or serologic relapse at the last examination. In this series 
of cases, there were four women whose pregnancies ended in 
abortion or stillbirth, but in none of them could syphilis be held 
responsible. 

Despite this achievement, combined treatment with penicillin, 
arsenic, and bismuth has now been replaced in Dr. Berdal’s hos- 
pital by treatment with penicillin alone. The adoption of this 
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policy is to a certain extent a tribute to the work of Mary S. 
Goodwin, whose report in 1950 on the treatment of more than 
850 pregnant women treated in various ways with penicillin is 
singularly convincing. The treatment now adopted at Dr. Ber- 
dal’s hospital consists of injections of procaine penicillin G in 
oil and aluminum monostearate (2%). The total dose consists 
of six million units, the daily dose being 600,000 for 10 days. 
The 600,000 units may also be given every other day for 20 
days. This treatment can be given at any time during pregnancy, 
but preferably before the eighth month. 


Life Expectancy in Norway.—In April, the Norwegian Statis- 
tical Central Bureau issued a statement concerning its calcu- 
lation of life expectancy in Norway in a prewar and a postwar 
period, the former covering the years 1931-1940 and the latter 
1945-1948. Between these two periods, a remarkable increase 
in life expectancy can be recorded. For boys at birth it has risen 
by 3.7 years and for girls by 4.1 years. A man aged 50 has an 
increased life expectancy of 1.5 years; a man aged 60 has an 
increased life expectancy of 1.3 years. Even at the age of 70, 
for men the increase is 0.8 years. The mortality for women at 
the child-bearing age is now so much reduced between the ages 
of 15 and 45 that, among 100 women aged 15, as many as 94 
would probably be still alive at the age of 45 years. As for 
males, among 100 aged 15, there should still be 74 alive at the 
age of 65. Only 69 of them would have been alive at this age 
according to the calculations based on the 1931-1940 period. 


DENMARK 


The Anesthesiology Center in Copenhagen.—The first course 
in anesthesiology in Copenhagen was completed on April 27, 
marking a very important event in the history of this subject. 
This course, which is being resumed early this summer, is or- 
ganized by the faculty of medicine of the University of Copen- 
hagen and the Danish ministry of health in cooperation with the 
World Health Organization (WHO). It is the first international 
course of its kind to be held in Europe, and its international 
character is emphasized by the considerable number of countries 
represented. The teachers come from the United States, England, 
and Sweden, and the students are from Austria, Denmark, Fin- 
land, Iceland, Jugoslavia, Norway, and Sweden. In the course 
beginning this summer, France, Greece, and Switzerland are 
also represented. On the teaching staff, the cooperation has been 
secured of surgeons, physicians, physiologists, psychiatrists, 
radiologists, pharmacologists, and pathologists. 

In a leading article in the organ of the Danish Medical Asso- 
ciation, Ugeskrift for Laeger, it is pointed out that this wide 
range of subjects, corresponding to the above list of specialists, 
shows what an all-embracing specialty anesthesiology has be- 
come since the days when the administration of a general anes- 
thetic was a mere incident in the hospital life of a junior intern 
or nurse. Hospitals now are creating anesthesia appointments 
which are difficult to fill, for want of candidates possessing the 
qualifications now held essential for a specialist in this field. In 
the same number of Ugeskrift for Laeger, the leading article 
is written by a distinguished American, Dr. Ralph M. Waters, 
whose contribution to anesthesia is so important that the editor 
refers to him as the “grand old man” of anesthesiology. 


Danish Cancer Statistics—The centralization of cancer data in 
the Cancer Register, instituted only a few years ago, is now 
yielding valuable statistical information, which Dr. Johannes 
Clemmesen publishes from time to time. His latest report covers 
the years 1943-1947, inclusive. He gives the totals and the per- 
centage incidence of malignant disease for each organ or group 
of organs for each sex. For example, there were 1,056 males 
with malignant disease of the buccal cavity and pharynx. These 
cases represented 5.16% of all the cases of malignant disease 
throughout the body in males. The corresponding percentage 
for females was only 1.59. Males were also in the majority with 
regard to the digestive tract and peritoneum, with 49.37% as 
compared with only 33.95% for females. Within this same 
area, malignant disease of the rectum made up 10.31% of the 
4°.37 for males, while the corresponding figure for females with 
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cancer of the rectum was only 5.27%. Primary malignant dis- 
ease of the lungs was far commoner in males than females, the 
percentages being 3.51 and 0.50, respectively. The incidence of 
breast cancer was 19.50% for females and only 0.26 for males. 
Malignant disease of the uterus was responsible for 16.67% of 
the female cases. The total incidence of malignant disease in 
the period under review shows males in the minority, with 20,477 
cases as compared with 25,758 female cases. 


AUSTRALIA 


Contract Medical Practice Ceases.—For nearly a hundred years 
in Australia there has been in existence a form of contract medi- 
cal practice known as “lodge” work. This was modeled on the 
“club” practice in Britain. Under this arrangement, members of 
“friendly societies” would pay a regular amount of about $10 
per year and would receive various benefits, such as sick pay, 
free medicines, funeral benefit, and medical service. The con- 
tract would be made between the society and a general prac- 
titioner for medical attendance on the member, his wife, and 
children under 16 years of age at an annual fee of about $4. 
The medical attendance was little more than “advice and a pre- 
scription,” and for anything more than this the patient would 
be sent to a public hospital. Concessional rates (extra to the 
contract) would be charged for obstetrics, surgery and anes- 
thesia. The scheme worked reasonably well, and it did provide 
the young doctor with the nucleus of a practice and an assured 
though small income. Some doctors “specialized” throughout 
their life in this type of practice, having more than 1,500 families 
on their lists. 

Now, however, this form of practice will cease. Lodge mem- 
bers will become private patients with full freedom of choice 
of doctor, and the lodge funds set aside for the purpose of pro- 
viding medical service will be used to refund in part the fees 
paid to doctors by the member. The doctors will be prepared 
to make some concessions to such members, but the important 
principle of “fee-for-service” instead of contract has been estab- 
lished. Negotiations have reached finality in every state except 
Tasmania and Queensland, and these are expected to come into 
line with the rest of Australia. 

One of the reasons for this situation is the rapid growth of 
medically organized prepayment schemes, which provide the 
part payment of a wide range of medical and hospital services. 
The largest of these organizations is the Medical Benefits Fund 
of Australia. The present government has announced its plans 
to subsidize those approved organizations that offer a wide scale 
of refund payments. The “friendly societies” did not offer a 
sufficiently wide refund service, and consequently they will cease 
to function in this way or else increase the scope of their medical 
benefits on a refund-of-fee basis. 


Infection with Leptospira Pomona.—In the case of two diseases 
identified in Queensland, Q fever and infection with Leptospira 
pomona (Pomona fever), what was thought to be purely local 
diseases have now been shown to be worldwide. Q fever, caused 
by Rickettsia burneti, was originally identified by Derrick as the 
cause of a local outbreak among slaughterhouse workers in a 
Brisbane suburb. Now it has been reported from every country 
with laboratory facilities for investigation. Similarly, a new 
strain of leptospirosis was reported in Pomona, a small town 
of a thousand inhabitants a hundred miles north of Brisbane. 
The cases were few, they occurred only in wet weather and only 
in persons (mostly men) who were in daily contact with cows 
and pigs. 

A similar infection has been observed in the Argentine and 
in the United States in humans, and recovery of the organism 
from horses with iridocyclitis has been reported. Also, the organ- 
ism has been shown to be a cause of meningitis. In the original 
description of the syndrome of infection with Leptospira 
pomona, muscular pain was a constant feature; recent investi- 
gators in the United States report that muscle biopsy has shown 
characteristic histological features on the third day of infection, 
whereas agglutination reactions do not develop before about 
12 days. 
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CORRESPONDENCE 


TEACHING BY EXAMPLE 


To the Editor:—The Army informed the Washington office of 
the American Medical Association that one out of an estimated 
3,000 ASTP physicians with no active military service had vol- 
unteered for active duty by the end of August, 1950 (A. M. A. 
Capitol Clinic No. 34, Sept. 5, 1950). A reliable source of in- 
formation indicates that by early April, 1951, only half the phy- 
sicians in the United States in categories 1 and 2, registered 
last October under the professional men’s draft law of Septem- 
ber, 1950, had agreed to accept a commission and be available 
without protest for active duty in the armed forces. Such evi- 
dence of the lack of a feeling of a very personal, individual, and 
immediate sense of responsibility for the care of the members 
of the armed forces who protect us from ruthless aggressors 
is a matter of grave concern. This is over and above the annoy- 
ance of the method which must be used to get these physicians 
into active service. 

We believe that the “Wait and see if I won’t escape” attitude 
has been spawned in large part by the deferment policies pro- 
moted during World War Il by faculty members of medical 
schools and by trustees, directors, and chiefs of services in teach- 
ing and nonteaching hospitals, and acquiesced to by draft boards 
and the armed forces. Medical students, hospital interns and 
residents, practicing physicians, and the general public need only 
the dimmest of vision to see the advantage , per- 
sonal, and monetary—accruing to many of those who stayed 
home. The editorial board of the Norfolk Medical News called 
attention to this ill-advised deferment policy in a letter to THE 
JouRNAL of April 17, 1943. We see many of the same weakling- 
breeding policies employed now. 

The need for teaching by example is basic. We urge the fol- 
lowing program, so that all, including the medical students, may 
see that the members of the medical profession share responsi- 
bilities, even if belatedly: 

1. That the Department of Defense, each branch of the armed 
forces, the American Medical Association, state societies, medi- 
cal schools, and hospitals join in urging a revision of the draft 
law, extending the age to 55 for physicians liable to service under 
it. The period of required active duty should be set at two years 
if the total strength of the armed forces be under five million, 
at three years if the total strength is over five million. 

2. That the Department of Defense and each branch of the 
armed forces revise tables of organization to utilize more phy- 
sicians of ages 45-55, and that physicians of this age group who 
have not served in World War I or II be placed soon on active 
duty, utilizing the older first. This will reduce the number of 
young physicians who may be required to serve for unduly pro- 
longed terms or for more than one term of duty. 

3. That medical schools, hospitals and clinics make immediate 
plans for releasing their physicians and that they draw up, pub- 
licize, and follow a system of rotation. 

The example of deferment of “teachers” and “leaders” has 
led to a serious defect of thought in the profession. An example 
of sharing responsibility will help to correct this defect, which is 
far more serious than to be simply classified as “unfortunate” 
and allowed to continue. Prompt and vigorous revision of policy 
is necessary. 

The Editorial Board, Norfolk Medical News 


BasiL E. Barton, M.D. 
ALBERT EHRENFRIED, M.D. 
Davip HALBERSLEBEN, M.D. 
Dean S. Luce, M.D. 
S. Foiste, M.D. 
GEORGE W. Papen, M.D. 
Louis A. SreRAcKI, M.D. 
CarRL BeEarseE, M.D. 
Epwarpb C. SmitH, M.D. 
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NEW HOSPITALS REGISTERED 

The following hospitals were registered by the Council on 
Medical Education and Hospitals of the American Medical 
Association at its meeting in Atlantic City, June 9, 1951: 


U. S. Army Hospital, Camp Ruck- 
er, Ala. 

Sumter County Hospital, York, Ala. 

Desert Mission Hospital, Phoenix, 
Ariz. 

Valley Hospital, Willcox, Ariz. 

U. S. Army Hospital, Camp Chaf- 
fee, Ark. 

Washington County Hospital, Fay- 
etteville, Ark. 

Randolph County Hospital, Poca- 
hontas, Ark. 

Rogers Memorial Hospital, Rogers, 

k. 


Ar 
U. S. Army Hospital, Camp Cooke, 
Calif. 


U. S. Army Hospital, Camp Rob- 
erts, Calif. 

Monrovia Hospital, Monrovia, Calif. 

Del Puerto Hospital, Patterson, 
Calif. 

U. S. Air Force Hospital, Travis 
Air Force Base, Calif. 

Northeast Colorado Memorial Hos- 
pital, Haxtun, Colo. 

Sedgwick County Memorial Hos- 
pital, Julesberg, Colo. 

Pioneers Hospital, Meeker, Colo. 

Evergiades Memorial Hospital, Pa- 
hokee, Fla. 

U. S. Army Hospital, Camp Gor- 
don, Ga. 

VU. S. Hospital, Camp Stew- 


art, Ga. 

Ben Hill County Hospital, Fitz- 
gerald, 

St. Anthony General Hospital, St. 
Anthony, Idaho 

Twin Falls Clinic Hospital, Twin 
Falls, Idaho 

Monterey Convalescent Home, Unit 
1, Chicago 

Monterey Convalescent Home, Unit 
2, Chicago 

Whitehaven Acres, Glenview, Ill. 

Community Memorial Hospital, 
Staunton, IIl. 

U. S. Army Hospital, Camp Atter- 
bury, Ind. 

Sioss Hospital, Terre Haute, Ind. 

Memorial Hospital, Arkansas City, 
Kan. 

Neosho Memorial Hospital, Chanute, 
Kan 


Bob Wilson Memorial Grant County 
Hospital, Ulysses, Kan. 

U. S. Army cia Camp Breck- 
inridge 

State Sanatorium, 
Paris, Ky. 

U. S. Army Hospital, Camp Polk, 
La. 

Curtis Clinic and Hospital, Mans- 
field, La. 

Hargrove Clinic and Hospital, Oak- 
dale, La. 

Sabine Clinic and Hospital, Zwolle, 

Utterback’s Private Hosp., Bangor, 
Maine 

Notre Dame Hospital, Biddeford, 
Maine 

Deer’s Head State Hospital, Salis- 

, Maine 
Athol Memorial Hospital, Athol, 
ass. 

U. S. Army Hospital, Falmouth, 
Mass. 

U. S. Army Hospital, Fort Devens, 
Mass. 


Bon Secours Hospital, Methuen, 
Mass. 


Student Hospital, Ann Arbor, Mich. 
~~ General Hospital, Detroit, 


Mic 
General Hospital, Detroit, 
Mich. 


U. S. Army Hospital, Fort Custer, 
Mich. 

Midland King’s Daughters’ Home 
Hospital, Midland, Mich. 

Glen Eden Hospital, Warren, Mich. 

Lakefield Municipal Hospital, Lake- 
field, Minn. 

Pioneers’ Infirmary, Virginia, Minn. 

Dr. Henry Schmidt Memorial Hos- 
pital, Westbrook, Minn. 

Humphreys County Memorial Hos- 
pital, Benzoni, Miss. 

District Two Community Hospital, 
Durant, Miss 

Tunica County Hospital, Tunica, 


iss. 

Stephens College Infirmary, Colum- 
bia, Mo. 

U. S. Army Hospital, Fort Leonard 
Wood, Mo. 

Lexington Hospital, Lex- 
ington, 

Veterans Hospital, Man- 
chester, N. H. 

Pinehaven Nursing Home and Hos- 
pital, Pinewald, N. J. 

Memorial General Hospital, Las 
Cruces, N. Mex. 

Francis Delafield Hospital, New 
York Cit 

Madison Avenue Hospital, New 
York City 

Central Suffolk Hospital, Riverhead, 
N. Y 


Rhinehart Memorial Hospital, Sil- 
ver Creek, N. Y. 

Alamance County Hospital, Burling- 
ton, N. 

Alexander County Hospital, Taylors- 
ville, N. 

Our Lady of Mercy Hospital, Cold- 
water, O 

Ohio Hospital, Colum- 
bus, Ohio 

U. S. Air Force Hospital, Dayton, 

h 


Ohio 
Glencliff Hospital, Euclid, Ohio 
Cottage Grove Hospital, Cottage 
Grove, Ore. 
Myrtle Creek Hospital, Myrtle 


Douglas Community Hospital, Rose- 


, Ore. 

Bailey Hospital, Cham- 
berlain, S. D. 

Little Creek Sanit. and Hospital, 
Concord, Tenn. 

Cookeville General Hospital, Cooke- 
ville, Tenn. 

Alexian Brothers Mountain Resort, 
Signal Mountain, Tenn. 

Shackelford County Memorial Hos- 
pital, Albany, Texas 

Student Health Center, Austin, Texas 

Stephens County Hospital, Brecken- 
ridge, Texas 

Jones Children’s Haven, Dallas, 


Texas 

Flow Memorial Hospital, Denton, 
Texas 

Dilley Clinic Hospital, Dilley, Texas 

City Hospital, Hemphill, Texas 

Goodnight Hospital and Clinic, Lub- 
bock, Texas 

Madison County Hospital, Madison- 
ville, Texas 
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Midland Memorial Hospital, Mid- 
land, Texas 

Beaver County Hospital, Milford, 
Utah 


Veterans Admin. Hospital, Beckley, 
W. Va 


Veterans Admin. Hospital, Clarks- 
burg, W. Va. 

U. S. Army Hospital, Camp McCoy, 
Wis. 

Crandon Emergency and Maternity 
Hospital, Crandon, Wis. 

Holy Family Hospital, New Rich- 


ta 
U. S. Army Hospital, Camp Pickett, 
Va. 
U. S. Army Hospital, Fort Worden, 
ash. 
Monroe General Hospital, Monroe, 


Wash. mond, Wis. 
Veterans Admin. Hospital, Seattle, Policlinica Sanchez Castano, Vega 
Wash. Baja, P. R. 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 


Compensation of Physicians: Parent’s Liability for Services 
Rendered to Children.—The plaintiff physician filed suit for the 
reasonable value of professional services rendered to the minor 
children of the defendant following a collision between a rail- 
road train and an automobile in which the children were riding. 
From a judgment in favor of the physician, the defendant 
appealed to the Supreme Court of Nebraska. 

The plaintiff alleged that he was a licensed physician and 
surgeon of Omaha, that he rendered medical and surgical ser- 
vices consisting of emergency treatment and subsequent care 
to three minor children of the defendant after they were injured 
in a collision between an automobile and a train, that the 
services performed and the care and treatment furnished them 
were “necessaries” and were performed and furnished with the 
knowledge and consent of the defendant and that the reasonable 
value of such services was the amount stated in the plaintiff's 
complaint. The answer of the defendant was a denial. The de- 
fendant strenuously contended that the omission of the trial 
court to instruct the jury as to the distinction between emergency 
treatment and treatment after the emergency had past was preju- 
dicial error, and that the evidence in this case limits any recovery 
by the plaintiff to the amount of the reasonable compensation 
for emergency treatment furnished to the injured minor children. 

It is conceded that the plaintiff physician performed medical 
and surgical services for the children of the defendant. Defen- 
dant and his wife.were at the Clarkson Hospital at the time the 
children entered it and frequently thereafter until the children 
were taken from it. They met the plaintiff there, knew he had 
rendered and was rendering the services claimed by him for 
their children, and were in consultations with him and other 
doctors concerning the children and their care. They asked the 
plaintiff to secure the assistance of other doctors and to consult 
with them, and he did. The plaintiff also consulted with Dr. 
Barry, defendant’s family physician, and called to his assistance 
Dr. Best when he first got on the case because of the emergency 
and the fact that he could not attend the three children at one 
time. The plaintiff and the parents of the children talked fre- 
quently about what was being done for them and discussed the 
possibilities of future developments. The defendant at no time 
communicated with the plaintiff that his services were not wanted 
or that he should discontinue his care of the children. More 
than a month after the services of the plaintiff were completed, 
he received a letter from the defendant in which defendant 
said “I deeply appreciate what you did when these accident 
victims were brought into the hospital and subsequently. . . .” 
The period during which the plaintiff rendered services for which 
compensation is claimed commenced on Aug. 11, 1946 and 
ended on Aug. 29, 1946. On the last date the physician plaintiff 
sent a statement therefor to the defendant. Defendant’s reply 
to the plaintiff, more than a month later, bearing date of Oct. 
7, 1946, stated: “I am acknowledging receipt of your letter 
of Aug. 29, 1946, in which you enclose your bill for professional 
services in connection with the four persons injured in the un- 
fortunate accident at 76th and Dodge streets on Aug. 11, 1946. 
While I deeply appreciate what you did when these accident 
victims were brought into the hospital and subsequently, I was 
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rather shocked by the amount of this bill, which I believe to 
be quite excessive. When the patients have made further prog- 
ress toward recovery I shall avail myself of the first oppor- 
tunity to discuss the matter with you.” This at least, said the 
court, was an implied admission by the defendant of liability to 
the plaintiff for some amount for services furnished by him to 
“the four persons injured in the unfortunate accident . . . on 
Aug. 11, 1946.” A finding of a jury based thereon that it was 
an express admission of liability would not be without eviden- 
tiary support. These statements by defendant after opportunity 
for knowledge of all the facts, deliberation, and mature con- 
clusion, were in direct conflict with the denial in his answer 
and his testimony. A declaration by a litigant against interest 
relevant to a matter in issue and inconsistent with what is alleged 
or testified to by him is proper and generally important original 
evidence. 

The defendant also complained that the trial court failed to 
instruct the jury on his theory of the case because it refused 
to advise the jury that the plaintiff could not recover from the 
defendant for the medical services involved if they were ren- 
dered in his capacity as surgeon of the Chicago and North- 
western Railway Company, were part of his regular duties as 
such surgeon, and included in the salary he received from the 
railway company. The tendered instruction was that if the jury 
found by a preponderance of the evidence that the plaintiff was 
employed by the railway company to treat the defendant’s chil- 
dren, he could not recover against the defendant. The evidence 
is that at the time important to this controversy the plaintiff 
was engaged by the Chicago and North Western Railway Com- 
pany as division surgeon for it and its subsidiary, Chicago, St. 
Paul, Minneapolis and Omaha Railway, on a salary to care for, 
when he was available, injured employees and passengers who 
received injury in transit on the lines of these companies. The 
plaintiff received nothing from the companies, or either of them, 
or from anyone for the services rendered the children of the 
defendant. There is no evidence that anyone in any way con- 
nected with either of the companies communicated with the 
plaintiff concerning the injuries to or the services rendered the 
victims of the accident which resulted from a collision of the auto 
in which they were riding and a train of the Chicago and North 
Western Railway Company. The trial court properly refrained 
from charging the jury as requested. 

Other contentions of the defendant were also overruled and, 
on the basis of all the evidence, the judgment of the district 
court in favor of the plaintiff physician was accordingly affirmed. 
—Brown v. Hyslop, 45 N.W. (2d) 743 (Nebraska 1951). 


MEDICAL MOTION PICTURES 


Let’s Have Fewer Colds: 16 mm., color, sound, showing time 10 min. 
Produced in 1950 by Coronet Films with the technical advice of Fred V. 
Hein, Ph.D., and Donald A. Dukelow, M.D., Bureau of Health Educa- 
tion, American Medical Association. Procurable on purchase from Coronet 
Films, 65 E. South Water St., Chicago 1, or on rental from Ideal Pictures 
Corp., 58 E. South Water St., Chicago 1. 

This film points out to children and their parents the simple 
practices that can substantially reduce the number of colds chil- 
dren get each year. It explains the importance of avoiding contact 
with persons who have colds, avoiding chilling or overheating, 
and establishing good health habits. The scientific basis of the 
film is sound and is in accordance with present day knowledge 
of the transmission and treatment of colds. It is presented on a 
level that is understandable and convincing to children. Further- 
more, it fills an important need in that it can be used for the 
instruction of parents. The animated sequences illustrating the 
physiology of the nose and throat would probably not be under- 
stood by children of elementary school age. They can be further 
criticized on the basis of being so oversimplified that they lose 
essential detail and, thus, their value for adults. The film is 
recommended for use in the elementary grades and may also be 
advantageously used with parent-teacher groups in order to elicit 
the cooperation of parents in training their children. The pho- 
tography and sound are excellent. 
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AMERICAN 


A.M.A. Arch. Internal Medicine, Chicago 
87:477-626 (April) 1951 


*Triethylene Melamine in Treatment of Neoplastic Disease: Compound 
with Nitrogen-Mustard-Like Activity Suitable for Oral and _ Intra- 
venous Use. D. A. Karnofsky, J. H. Burchenal, G. C. Armistead Jr. 
and others.—p. 477. 

Postpartum Necrosis of Anterior Lobe of Pituitary Gland: Sheehan’s 
Disease. J. E. Cook, W. B. Bean, M. Franklin and J. F. Embick. 
—p. 517. 

Alterations in Bacterial Flora of Throat During Oral Therapy with 
Aureomycin. M. Meads, W. P. Rowe and N. M. Haslam.—p. 533. 
*Pulmonary Mycoses—Coccidioidomycosis and Pulmonary Cavitation: 

Study of 92 Cases. W. A. Winn.—p. 541. 

Streptokinase and Streptodornase in Treatment of Diabetic Gangrene. 
L. V. McVay Jr. and D. H. Sprunt.-—p. 551. 

Villous Tumor of Stomach: Clinical Review and Report of Two Cases. 
L. Walk.—p. 560. 

Renal Function in Diabetic Nephropathy. J. A. Robertson, C., H. Gray 
and A. H. Baynes.—p. 570. 

*Clinical and Histological Observations on Case of Scleroderma Treated 
with Cortisone. M. Taubenhaus and M. Lev.—p. 583. 

Allergy—Histamine and ACTH: Review of Literature from August 1948 
to September 1950. F. M. Rackemann.—p. 598. 


Triethylene Melamine in Neoplastic Diseases.—Triethylene 
melamine (TEM) was administered intravenously in a dose of 
2 to 3 mg. daily to patients with Hodgkin's disease, lymphosar- 
coma, and chronic lymphatic and myelogenous leukemia. The 
total dose for adults was 5 to 20 mg. Temporary improvement, 
similar to that effected by the nitrogen mustards, resulted. 
Triethylene melamine, in therapeutic doses, in contrast to the 
nitrogen mustards, rarely causes nausea, vomiting, or venous 
thrombosis at the site of injury. A limiting factor in therapy is 
that both triethylene melamine and methyl-bis (2-chloroethyl) 
amine are injurious to normal hemopoietic function. Careful 
regulation of the dosage is essential, so that prolonged or fatal 
depression of the bone marrow will be prevented. Triethylene 
melamine was also given orally to 58 patients with the above 
diseases and with mycosis fungoides. The course of treatment 
usually consisted of 20 to 40 mg., given in a three to five week 
period. This dosage varied greatly and was modified according to 
the diagnosis and the general condition and hematological state 
of the patient. Oral therapy produced no symptoms in 21 patients, 
slight nausea with vomiting in 33, and severe vomiting in two pa- 
tients. Temporary periods of clinical improvement were ef- 
fected in the diseases mentioned, but the results in patients with 
miscellaneous types of carcinoma were poor. The indications 
for the use of triethylene melamine are similar to those estab- 
lished for nitrogen mustard. 


Coccidioidomycosis and Pulmonary Cavitation.—Studies were 
made of 92 patients with residual coccidioidal cavities, over half 
of whom were followed five years or longer. The cavities closed 
spontaneously in 25% of the group of 92 patients; they per- 
sisted for years without harm in 10%; they filled and formed 
nodules resembling neoplastic foci in 6%, and they ruptured 
and produced spontaneous pneumothorax in 2%. Approxi- 
mately one-third of the patients with cavities required treat- 
ment by simple pulmonary collapse measures, such as pneu- 
mothorax or pneumoperitoneum, because of excessive bleed- 
ing or the increasing size of the cavity. These collapse meas- 
ures were effective in 18 instances and failed in 10. Some of 
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the smaller cavities, with roentgenographic evidence of fairly 
thick or firm walls, were removed from the lung by simple ex- 
cision. Larger cavities required more extensive procedures, such 
as lobectomy or pneumonectomy. There was neither dissemi- 
nation of disease from a residual pulmonary cavity nor any 
evidence of transmission of the infection from one person to 
another during more than 10 years of study of coccidioidal dis- 
ease in the San Joaquin Valley. The author stresses the impor- 
tance of recognizing the residual pulmonary changes following 
primary coccidioidomycosis and differentiating them from the 
lesions of pulmonary tuberculosis and neoplastic disease. 


Scleroderma Treated with Cortisone.—Cortisone was used in 
the treatment of a patient with diffuse scleroderma involving 
the skin, the lungs, and the esophagus. The disease prior to cor- 
tisone therapy had steadily progressed in spite of several thera- 
peutic attempts. With cortisone therapy the skin became softer 
and more pliable but did not return to normal; the motion of 
the hands was significantly improved; there was decided im- 
provement of the esophageal peristalsis and some decrease of 
the dilatation, swallowing became almost normal, and the pa- 
tient’s mental attitude improved. There was no demonstrable 
change in the pulmonary involvement, although the cough dis- 
appeared. Of the side effects of cortisone therapy, rounding of 
the face, acne, and water retention were pronounced in the 
patient. After treatment the skin biopsy specimen showed pro- 
gressive loosening of the collagen bands and an increased wavi- 
ness, approaching the normal pattern. There was no significant 
change in the vascular picture, and changes in the elastic pat- 
tern could be accounted for by the contiguous change in the 
collagen. Cortisone therapy does not affect the fundamental 
course of scleroderma; however, it alters the characteristic col- 
lagen pattern of the disease. 


A.M.A. Arch. Surgery, Chicago 


62:455-608 (April) 1951 

*Neuroappendicopathy: Review of Literature and Re 
N. H. Isaacson and B. Blades.—p. 455, 

Clinical Significance of Contact-Compression Factor in Bone Surgery. 
pg A Eggers, W. H. Ainsworth, T. O. Shindler and C. M. Pomerat. 

Experimental Study of Effect of Pressure on Healing of Bone Grafts. 
L. T. Ford, J. O. Lottes and J. A. Key.—p. 475 

Sludged Blood: Critique. H. Laufman.—p. 486. 

*Studies on 5-Aminoacridine: I. In Vitro Bacteriologic Evaluation on 
Peritoneal Exudate from Induced Fulminating Peritonitis. P. Nemir 
Jr., H. H. Zinsser, E. E, Long and H. R. Hawthorne.—p. 493. 

Right Thoracoabdominal Approach for Portacaval Anastomosis. W. H. 
Falor and R. H. Gollings.—p. 499. 

Carcinoid of Rectum. H. W. Mayo Jr. and E. E. McKee.—p. 506. 

Diverticulosis and Diverticulitis of Vermiform Appendix: Brief Review 
and Report of 16 Cases. P. Ladin.—p. 514. 

Intraperitoneal Drip After Laparotomies: Its Clinical Application. J. K. 
Narat and A. K. Carton.—p. 520. 

Macrodex in Treatment of Extensive Burns. H. Rosenqvist and H. G. R. 
Thorsén.—p. 524. 

Multiple Divisions of Recurrent Laryngeal Nerve: Anatomic Study. 
W. G. Armstrong and J. W. Hinton.—p. 532. 

Use of Various Plastic Catheters in Subarachnoid and Peridural Spaces. 
H. H. Davidson, R. A. Hingson and L. M. Hellman.—p. 540. 

Simple Method of Bone Grafting for Nonunion of Tibia. D. S. Miller 
and L. Markin.—p. 548. 

Congenital Short Esophagus: Review of Literature and Eight Original 
Cases, Including One Autopsy Report. W. J. Sinclair.—p. 557. 

Experiences with Anuria and Oliguria. E. B. Hay.—p. 565. 

Neurofibroma of Stomach and Associated Gastric Ulcer: Report of Case. 
L. T. Palumbo.—p. 574. 

Leiomyoma of Jejunum: Neoplasm Imitating Symptoms of Duodenal 
Ulcer. J. W. Cherry and R. L. Hill.—p. 580. . 

Keller Operation for Hallux Valgus and Hallux Rigidus: End Result 
Study. H. H. Jordan and A. E. Brodsky.—p. 586. 


Pp pathy.—} are not unusual in the ap- 
pendix and probably cause the removal of many so-called 
chronic appendixes. Two types have been differentiated, the 
commoner axial or plexiform neuroma, which arises from the 
periglandular nerve plexuses, usually after migration of argen- 
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taffin cells into this area, and the rather rare ganglioneuroma, 
which arises from Meissner’s and Auerbach’s plexuses, “Neu- 
roappendicopathy” is a distinct clinical entity. It usually pro- 
duces a dull ache or discomfort in the right lower quadrant, 
with slight tenderness at McBurney’s point. Nausea with or 
without vomiting may be present. The condition can produce 
extremely severe pain, with acute tenderness and abdominal 
muscle spasm. Despite the apparent acuteness of symptoms and 
signs, the temperature is usually normal and the total white and 
differential blood cell counts tend to remain at normal levels. 
Careful questioning most often reveals a history of previous 
attacks. Of the 52 reviewed cases of the syndrome, 30 occurred 
in women and 22 in men. Ninety per cent of the patients fell in 
the age group 20 to 50. In 24 cases the diagnosis was established 
by the use of multiple sections of the removed appendixes and 
the Masson trichrome stain, while 28 were diagnosed by routine 
hematoxylin and eosin preparation. Before an appendix is con- 
sidered normal in a patient with symptoms referable to the 
appendix, multiple sections stained with the Masson trichrome 
technique should be examined. As the diagnosis becomes com- 
moner pathologically, ability to evaluate the clinical symptom- 
atology of the condition will increase. 


Studies on 5-Aminoacridine Hydrochloride.—The in vitro ef- 
fectiveness of 5-aminoacridine hydrochloride on exudates from 
fulminating peritonitis induced in dogs by ligation and splitting 
of the appendix was compared with that of streptomycin, penicil- 
lin, sulfadiazine, and various combinations of these drugs. In the 
concentrations used, 5-aminoacridine hydrochloride proved at 
least as effective as penicillin, streptomycin, or sulfadiazine. Fur- 
thermore, its effectiveness appeared to be more consistent. There 
were only slight indications of a synergistic or additive effect of 
this drug. In most cases, when it was used in combination the 
effect was no better than when it was used alone. 


American Heart Journal, St. Louis 


41:323-482 (March) 1951 


— History of Coronary Artery Disease of Long Duration. E. P. 
oas 


*Acute Myocardial Infarction with Rupture of Ventricle. R. H. Gans. 
—p. 332 

Cardiac Aneurysm: Clinical and Electrocardiographic Analysis. J. B. 
Moyer and G. I. Hiller.—p. 340. 

The Mural Coronary. E. Geiringer.—p. 359. 

Normal Esophageal Lead Electrocardiogram. R. Oblath and H. Karp- 
man.—p. 369. 

Esophageal Electrocardiogram in Study of Atrial Activity and Cardiac 
Arrhythmias. C. D. Enselberg.—p. 382. 

Nature of RS-T Segment Displacement as Studied with Esophageal 
Leads: Left Ventricular Hypertrophy. J. Wener, A. A. Sandberg and 
L. Scherlis.—p. 410. 

Electrocardiographic Studies of Effect of Histamine on Cardiac 
Mechanism. L. H. Criep and W. K. Riley.—p. 423. 

Electrokymogram in Wolff-Parkinson-White Syndrome: Study of Left and 
Right Ventricular Ejection. S. Dack, D. H. Paley and S. S. Brahms. 


437. 
Various Mechanisms in Reciprocal Rhythm. H. H. Bix.—p. 448. 


Coronary Artery Disease of Long Duration.—Studies were 
made of 115 men and nine women who had been under obser- 
vation for coronary artery disease for at least 10 yr. The 
average duration of cardiac symptoms was 13.6 yr. The age 
at the onset of symptoms had no apparent affect on survival or 
on the course of the disease. Patients whose illness began with 
simple angina pectoris had a better prognosis than those in 
whom it was initiated by a myocardial infarct. In 15 patients 
who had never had hypertension cardiac enlargement de- 
veloped. Eighty-one patients (65%) were without cardiac 
symptoms for one or more years, and 89 (72%) followed their 
usual occupations during most of their illness. The unpredict- 
able, variegated course of coronary artery disease and the fre- 
quent modifications of symptomatology in patients with this 
disorder are emphasized. 


Myocardial Infarction with Rupture of Ventricle.—The occur- 
rence of acute myocardial infarction with rupture of the ven- 
tricle in six patients between the ages of 68 and 76 has been 
reported. Four of the patients were women. The consensus of 
the literature places the incidence of rupture following acute 
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myocardial infarction at approximately 9%. It occurred most 
frequently between the ages of 65 and 75. The myocardium is 
at its weakest during the first four days and is likeliest to rup- 
ture during this time. Rupture occurred in four of the author’s 
patients within the first three days. That rupture occurred nine 
to 12 days after the infarction in the remaining two patients 
supports the general consensus that rupture may occur within 
two to three weeks after infarction. Necropsy revealed that in 
each case the site of rupture was through an infarction, the 
involved area being in the anterior wall of the left ventricle 
in four patients and in the posterior wall in two patients. The 
“blowout” type of rupture, in which the laceration was sharp 
and clean, was seen only in one case. The “dissection type,” in 
which the laceration was ragged and associated with necrosis, 
undermining, and dissection of the myocardium for as long a 
distance as 2 cm., was observed in five cases. The main factors 
in the mechanism of rupture were the location of the infarct; 
the type of disease found at the site of rupture; high intracardiac 
pressure due to persistent hypertension, especially diastolic 
hypertension, after the initial shock of infarction; undue physi- 
cal and emotional strain, and progressive heart failure. The best 
treatment for rupture of the heart lies in its prevention by ade- 
quate treatment of the acute infarction. 


American Journal of Physiology, Baltimore 


164:573-848 (March) 1951 

Modifying Effects of Interatrial Septal Defect on Cardiodynamics of 
Mitral Stenosis. D. F. Opdyke and G. A. Brecher.—p. 573. 

Cardiac Resuscitation from Induced Ventricular Fibrillation: Influence 
of Massage, Procaine and Electric Shock. N. S. Stearns, G. L. Maison 
and J. W. Stutzman.—p. 60 

Attempt to Measure Renal Circulation Time with P*. H. D. Bruner, 
J. K. Clark and H. G. Barker.—p. 618. 

Non-Pressor Humoral Substance from Ischemic Rabbit’s Kidney Which 
Causes Renal Vasoconstriction. D. B. Gordon and J. Flasher.—p. 624. 

Salyrgan Diuresis in Bile Fistula Dog. E. B. Pratt, F. D. Burdick and 
M. G. Goldner.—p. 639. 

Use of Radiophosphorus in Studies of Glomerular Permeability of 
Plasma Inorganic Phosphate. P. Handler and D. V. Cohn.—p. 646. 
Influence of Sodium Chloride Deficiency upon Urine Volume and 17- 
Ketosteroid Excretion in Rat. P. A. Danford and H. G. Danford. 


—p. 690. 

Utilization of Antihemophilic Factor During Clotting of Canine Blood 
and Plasma. J. B. Graham, G. D. Penick and K. M. Brinkhous. 
—p. 710. 

Role of Vitamin K in Synthesis of Prothrombin. A. J. Quick and G. E. 
Collentine.—p. 716. 

Formation of Prothrombin Derivatives from Purified Prothrombin. 
W. H. Seegers, E. B. Andrews and R. I. McClaughry.—p. 722. 

Vascular Response in Mammalian Skeletal Muscle to d-Tubocurarine. 
J. W. Bean and L. H. Elwell.—p. 734. 

Effect of Neurotomy on Succinic Dehydrogenase Activity of Muscle. 
F. L. Humoller, B. Griswold and A. R. MclIntyre.—p. 742. 

Activation of Estrone by Mammalian Red Cells. F. Bischoff, R. E. 
Katherman and Yee Sing Yee.—p. 774. 

Role of Erythrocyte in Blood Iodine Transport Using Radioiodine I, 
J. B. Boatman and C. Moses.—p. 783. 

Production and Excretion of Cholesterol in Mammals: IV. Role of Liver 
in Restoration of Plasma Cholesterol After Experimentally Induced 
Hypocholesteremia, M. Friedman, S. O. Byers and F. Michaelis. 
—p. 789. 

Changes in Blood Produced by Fat Meal and by Intravenous Heparin. 
R. L. Swank.—p. 798. 

Effect of X-Radiation and Antihistamine Drugs on Reticulo-Endothelial 
System Measured with Colloidal Radiogold. J. Barrow, J. L. Tullis 
and F. W. Chambers Jr.—p. 822. 

Myocardial Changes Following Shock. G. W. Melcher Jr. and W. W,. 
Walcott.—p. 832. 


American Journal of Psychiatry, New York 


107:641-720 (March) 1951. Partial Index 
Psychiatry and International Understanding. L. H. Bartemeier.—p. 641, 
National Characteristics and International Relations. O. Klineberg. 

—p. 661. 
Does Failure Run in Families? Further Study of 1,000 Unsuccessful 
Careers. A. D. Ullman, H. W. Demone Jr. and A. W. Stearns. 
7 


—p. 

Problem of Diagnosis in Paranoic Disorder. H. Bonner.—p. 677. 

Examination of Complaining Witness in Criminal Court. L. O. Oren- 
stein.—p. 684, 

Delirium: Gap in Psychiatric Teaching. M. Levin.—p. 689, 

Modern Psychiatric Nursing. A. A. Dix.—p. 695. 

Inhibition of Behavior: Working Concepts. D. E. Cameron.—p. 701, 
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American Journal of Surgery, New York 


81:259-370 (March) 1951 


Myelographic Defects of Herniated Intervertebral Discs Simulating 
Cauda Equina Neoplasms. A. Kaplan and A. L. Umansky.—p. 262 
Allergy and Acute Condition of Abdomen from the Surgeon’s View- 

point. H. Sneierson and S. A. Mazar.—p. 279. 

Clinical Study of Fate of Homografts in Man: Effect of Repeated 
Dosage from Same Donor and of Refrigeration on These Grafts. 
H. Baxter and M. A. Entin.—p. 285. 

Bladder Stones: Extravesical Surgical Approach. J. E. Maurer, R. Lich 
Jr. and S. B. Burdon.—p. 295. 

Rectal Washings, Technic for Cytologic Study of Rectosigmoid: Pre- 
liminary Report. R. A. Loeb and J. Scapier.—p. 298 

Diihrssen’s Incisions. H. W. Mayes.—p. 303. 

Cancer of Cervix Diagnosed by Sponge Biopsy. S. A. Gladstone and 
I. Selzer.—p. 307. 

Fistulas of Lactiferous Ducts. J. J. Zuska, G. Crile Jr. and W. W. 
Ayres.—p. 312. 

Ammonium Sulfate as Long-Acting Analgesic. H. H. Davis and C. E. 
Wilson.—p. 318. 

Use of Absorbable Gelatin Sponge and Primary Suture in Traumatic 
Rupture of Liver. J. V. Scott.—p. 321. 

Fracture of Metacarpal Bones and Proximal Manual Phalanges: Treat- 
ment with Emphasis on Prevention of Rotational Deformities. Ga ae 

327. 

reo “a Clavicle in Adults: Kirschner Wire Fixation (Murray 
Method). E. O. Geckeler.—p. 333. 

Intra-Arterial and Oral Priscoline®: Clinical Report. J. L. Wilson and 
E. T. Quash.—p. 336. 


American Review of Tuberculosis, New York 


63:231-364 (March) 1951 

' Pulmonary Function Following Decortication of Lung. D. Carroll, 
J. McClement, A. Himmeistein and A. Cournand.—p. 231. 

Solitary Lung Tumors. D. B. Effier.—p. 252. 

Bronchogenic Carcinoma as Differential Diagnostic Problem in Pul- 
monary Disease: II. Carcinoma Arising from Major Bronchi Compli- 
cated by Secondary Infection. J. H. Moyer and A. J. Ackerman. 
—p. 255. 

*Intermittent Streptomycin Regimens: Analysis of 97 Patients with 
Pulmonary Tuberculosis Treated with One or Two Grams of Strepto- 
mycin Every Third Day. L. A. James, L. J. Sides, W. E. Dye and 
V. F. Deyke.—p. 275. 

*Combined Intermittent Regimens Employing Streptomycin and Para- 
Aminosalicylic Acid in Treatment of Pulmonary Tuberculosis: 
Comparison with Daily and Intermittent Dosage Schedules. C. W. 
Tempel, F. J. Hughes Jr., R. E. Mardis and others.—p. 295. 

Neurotoxicity of Dihydrostreptomycin: Effects of Longer-Term Therapy. 
J. B. O'Connor, F. J. Christie and K. S. Howlett Jr.—p. 312. 

Therapeutic Poeumothorax in Middle-Aged and Elderly Patients. G. 
Bondi and G. C. Leiner.—p. 325. 

Tuberculosis in Medical and Nursing Students. R. C. Bates and W. N. 
Davey.—p. 332 

Therapeutic Effect on Experimental Tuberculosis in Guinea Pigs of 4- 
Acetylaminobenzal Thiosemicarbazone (Tibione) in Combination with 
Dihydrostreptomycin as Compared with Effect of Para-Aminosalicylic 
Acid in Combination with Dihydrostreptomycin. D. M. Spain and 
W. G. Childress.—p. 339. 

Tubercle Bacilli in Bone Marrow. 1. Horowitz and D. F. Gorelick. 
—p. 346. 


Intermittent Streptomycin Therapy.—Observations were made 
on 97 patients with pulmonary tuberculosis (61 far and 36 
moderately advanced) Forty-nine of the patients received 2 
gm. of streptomycin in four divided doses every third day; 48 
received 1 gm. in two divided doses every third day. A course 
of streptomycin therapy lasted from 126 to 189 days, depend- 
ing on response to therapy, time of sputum conversion to nega- 
tive, and results of serial streptomycin sensitivity studies. The 
patients were maintained on strict bedrest before, during, and 
after treatment. In addition, cod liver oil, multivitamin prepara- 
tions, and 300 mg. of ascorbic acid were administered daily. 
Fever, sputum quantity, and cough usually improved most rap- 
idly during the first 42 days of therapy. After the 42d day, the 
status of most patients (75.3%) continued to improve; in 6.2%, 
improvement was followed by relapse, and in 18.5% no re- 
markable improvement was ever noted. Patients with widespread, 
chronic disease and, to a lesser extent, with bacterial resistance, 
showed poor clinical response. Tuberculous complications re- 
sponded well to intermittent streptomycin therapy, and de- 
crease in cavitary size was effected. The incidence of strepto- 
mycin toxicity is greatly reduced by regimens of intermittent 
therapy. It was 1.03% and 5.0% at the completion of 126 and 
189 day courses of intermittent streptomycin therapy, respec- 
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tively. The use of intermittent regimens delayed the emergence 
of streptomycin-resistant strains of Mycobacterium tuberculosis. 
The conversion rate in the present study was appreciably greater 
than that observed on previously used daily dosage schedules of 
similar duration. In the entire group of 97 patients, 37 (38.1%) 
had sputum conversion after 126 days of therapy. The emer- 
gence to predominance of drug-resistant tubercle bacilli ap- 
peared to be most frequently associated with far advanced, 
cavitary, and old disease. 


Combined Streptomycin and Paraaminosalicylic Acid.—A 
comparative study of four dosage schedules in 283 patients was 
carried out at the United States Army Tuberculosis Center, 
Fitzsimons Army Hospital, during the past four years. In each 
schedule the patients were treated for 120 days. The four groups 
consisted of 66 patients who received streptomycin, 1 or 2 gm. 
daily; 25 who received paraaminosalicylic acid, 12 gm. daily; 
97 who received streptomycin intermittently, 1 or 2 gm. every 
third day, and 95 who were treated on a combined regimen of 
streptomycin, 1 to 2 gm. every third day, concomitantly with 
paraaminosalicylic acid, 12 gm. daily. The patients on each regi- 
men were similar with respect to age, sex, race, and duration, 
extent, and type of disease. All patients had moderately or far 
advanced pulmonary tuberculosis and had received no prior 
antituberculous drug therapy. Clinical, roentgenographic, bac- 
teriologic, and drug toxicity factors were evaluated after 120 
days of treatment. Clinical response, in terms of reduction of 
fever, reduction of sputum volume, and weight gain, was equiva- 
lent on all four regimens. Of patients with roentgenographic evi- 
dence of cavitation when therapy started, the cavities disap- 
peared in not more than 20.5% after 120 days of therapy. The 
best results and the highest incidence of sputum conversion were 
obtained with the combined intermittent regimen (streptomycin 
every third day, paraaminosalicylic acid daily). No instances of 
bacterial resistance occurred with this regimen, compared with 
75.9% after daily streptomycin, 33.3% after daily paraamino- 
salicylic acid and 33.3% after intermittent streptomycin regi- 
mens. The high incidence of toxic reactions (57.5%) that re- 
sulted when streptomycin was given daily decreased to 5% when 
the drug was given every third day for a similar period. The in- 
cidence of toxicity when paraaminosalicylic acid was given 
daily was also 5%. The higher incidence of toxic reactions 
(13.1%) that resulted when the two drugs were given together 
was not sufficient reason to discontinue the regimen except in 
four instances. Results were evaluated 60 days after the 120 


‘day courses of therapy, because in this period it was frequently 


necessary to supplement the prior treatment with retreatment 
(drug therapy) or operative procedures. Clinical relapse was 
approximately equal (15.1 to 22.2%) on each of the regimens. 
Roentgenographic relapse varied from 0% in the daily para- 
aminosalicyclic acid group to 14.8% in the daily streptomycin 
group. Bacteriologic relapse ranged from 5.5% in the daily para- 
aminosalicylic acid series to 31.2% in the combined intermittent 
regimen. A loss of bacterial resistance to one or the other of the 
drugs was observed; this was pronounced in the daily para- 
aminosalicylic acid regimen and indicates that resistance may be 
less permanent to this agent than to streptomycin. The regimen 
of choice for periods up to four months when specific drug 
therapy is indicated for the treatment of nonmiliary pulmonary 
tuberculosis is a combined intermittent regimen of streptomycin 
administered every third day and paraaminosalicylic acid daily. 


Blood, New York 


6:195-290 (March) 1951 


Direct Splenic Arterial and Venous Blood Studies in Hypersplenic Syn- 
dromes Before and After Epinephrine. C. S. Wright, C. A. Doan, 
B. A. Bouroncle and R. M. Zollinger.—p. 195. 

Cerebral Blood Flow and Metabolism in Pernicious Anemia. P. Schein- 
berg.—p. 213. 

Observations on Etiologic Relationship of Achylia Gastrica to Pernicious 
Anemia: XIII. Hematopoietic Activity of Vitamin Biza (Vitamin Bui»). 
R. F. Schilling, J. W. Harris and W. B. Castle.—p. 228. 

Researches on Circulating Anticoagulant in a Hemophiliac. S. van 
Creveld, P. G. Hoorweg and M. M. P. Paulssen.—p. 233. 

Urethane-Caused Blood and Bone Marrow Changes in Agranulocytosis 
and Panmyelopathy of Cat. S. Moeschlin and A. Bodmer.—p. 242. 

Erythroleukemia. E. K. Blackburn and L. G. Lajtha.—p. 261. 
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Delaware State Medical Journal, Wilmington 


23:53-78 (March) 1951 
—— Importance of Liver Biopsy. F. A. Harkins and R. J. Colfer. 
—p ; 


Heminephrectomy for Staghorn Calculus in Lower Half of Double 
Kidney: Case Report. J. H. Furlong Jr.—p. 57. 

Melanoma of Iris: Case Report. V. A. Funk.—p. 59. 

Porphyria. R. M. Myerson.—p. 62. 

Recent Advances in Diagnosis of Coronary Artery Disease. A. H. 
Clagett Jr.—p. 67. 

Radiotherapy of Benign Lesions Commonly Seen in General Practice. 
S. I. Adelman.—p. 70. 


Diseases of Chest, Chicago 
19:249-372 (March) 1951 


‘Early Diagnosis and Treatment of Tuberculosis Prophylaxis. M. de 
Abreu.—p. 249, 

*Surgical Treatment of Circumscribed Intrathoracic Lesions: Lesions 
Found on Routine Thoracic Roentgenologic Examinations, with Ab- 
sence of Subjective Symptoms. S. W. Harrington.—p. 255. 

Considerations of Clinical and Physiologic Factors in Treatment of 
Chronic Pulmonary Conditions. B. Gordon, H. L. Motley, P. A. 
Theodos and others.—p. 271. 

Congenital Chondrosternal Depression (Funnel Chest) Its Treatment by 
Phrenosternolysis and Chondrosternoplasty. H. A. Brodkin.—p. 288. 
*Resection of Auricular Appendages. W. P. Longmire Jr., J. M. Beal 

and W. H. Leake.—p. 307 

Tuberculous Meningitis in Children Treated with Combined Streptomycin 
and Potassium lodide. F. T. Roque and E, A. Cleve.—p. 319 

Atypical Pulmonary Inflammatory Reactions. E. F. Geever, K. T. 
Neubuerger and E. K. Rutledge.—p. 325. 

Spontaneous Hemopneumothorax: Treatment by Early Thoracentesis: 
Report of Four Cases. M. Moser.—p. 339. 

Bronchoscopy in Tuberculosis: Deformity of Major Bronchi Associated 
with High Diaphragm Rise in Certain Forms of Non-Surgical Collapse 
Therapy. M. R. Himalstein.—-p. 346, 

Primary Bronchogenic Leiomyoma. K. Freireich, A. Bloomberg and 
E. W. Langs.—p. 354. 


Treatment of Circumscribed Intrathoracic Lesions.—Harring- 
ton states that when routine roentgenoscopy reveals a cir- 
cumscribed intrathoracic tumor and when a Clinical diagnosis 
cannot be established by other diagnostic methods, exploratory 
thoracotomy is indicated, even in the absence of symptoms. 
This is justified because of possible malignancy or metastasis or 
of eventual compression of vital structures by an expanding 
growth, either malignant or benign. The risk of the operation is 
slight because of improved techniques of surgery and of pre- 
operative and postoperative care. In a series of 291 patients op- 
erated on by the author for various types of benign or malig- 
nant extrapulmonary and intrapulmonary circumscribed lesions 
(including neuroblastomas, teratomas, thymomas, coelomic 
cysts, endotheliomas, carcinomas of the lung, metastatic tumors, 
mixed tumors, hamartomas, and granulomas), 52 of the lesions 
were asymptomatic and 12 of these were malignant. In nine of 
these 12 cases the malignant process was discovered early and 
removed completely. In addition, the 40 benign, symptomless 
lesions were removed before they had caused irreparable damage 
to surrounding structures or had undergone malignant change. 


Resection of Auricular Appendages.—The majority of periph- 
eral emboli in patients with rheumatic heart disease and per- 
sistent auricular fibrillation originate in the auricular append- 
ages. For this reason resection of the auricular appendages has 
been suggested as a means of preventing recurrent arterial em- 
bolism in such cases. This operation was performed by Long- 
mire and associates on three patients. Two patients with periph- 
eral embolism had left auricular appendectomy and one with 
pulmonary embolism had right auricular appendectomy. Mural 
thrombi were demonstrated in each case. Cardiac function and 
electrocardiograms were not apparently influenced by the opera- 
tive procedure. No evidence of further embolization was noted 
during a follow-up period of five to 10 months. 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 


3:1-196 (March) 1951 


Present Status of Caries Control. M. Massler.—p. 32. 

Androgen Estrogen Treatment in Menopause. S. J. Glass and M. R. 
Shapiro.—p. 39. 

Surgery in Thoracic Injuries: Thoracic Injuries—Part Il. P. C. Samson. 
—p. 43. 

Diarrhea in Infancy. R. H. Kunstadter and L. Breslow.—p. 51. 

Electrocardiography for the General Practitioner. T. Winsor.—p. 59. 
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Hawaii Medical Journal, Honolulu 


10:249-324 (March-April) 1951 


Prolapsing Redundant Gastric Mucosa. P. J. Washko.—p. 267. 

Hematological and Serum Protein Changes Occurring in Uncomplicated 
Pregnancy. H. G. Hamilton and R. S. Higgins.—p. 274. 

Correlation of Laboratory Data with Renal Disease. A. V. Molyneux and 
M. E. Berk.—p. 279. 

Venous Thrombosis and Pulmonary Embolism. R. L. Hill.—p. 283. 


Journal Clin. Endocrinology, Springfield, Ill. 
11:235-342 (March) 1951 


Spermatogenic Rebound Phenomenon After Administration of Testoster- 
one Propionate. N. J. Heckel, W. A. Rosso and L. Kestel.—p. 235. 
Isolation of Pregnanediol from Human Bile After Oral Administration of 

Progesterone. J. Rogers and F. McLellan.—p. 246. 
a” Determinations in Clinic and in Research. H. de Watteville. 


Secretory and Decidual Changes Induced in Endometrium of Oophorec- 
tomized Women by Administration of Estrogen and Progesterone. 
J. T. Bradbury and W. E. Brown.—p. 267. 

Hypoglycemic and Eosinopenic Response to Insulin: Test for Pituitary- 
Adrenal Insufficiency. M. Perlmutter and M. Mufson.—p. 277. 

*Uptake of Radioactive lodine After Intravenous Administration of 
Tracer Doses. J. P. Kriss.—p. 289. 

*Late Results from Continuous Treatment of Thyrotoxicosis with Methyl- 
thiouracil. K. Iversen.—p. 298. 

Polyostotic Fibrous Dysplasia Associated with Hyperthyroidism. M. Yet- 
tra and P. Starr.—p. 312. 

Addison’s Disease in Negro. G. E. Bergner and A. B. Eisenstein.—p. 322. 

Menarche and Pregnancy After Removal of Adrenocortical Adenoma. 
L. Miller de Paiva, J. I. Lobo and A. Marcondes da Silva.—p. 330. 


Uptake of Radioactive Iodine After Intravenous Administration. 
—Tracer doses of 40 to 100 uc of radioactive iodine in 5 or 10 
cc. of isotonic sodium chloride solution were administered intra- 
venously to 36 adult patients, 18 with clinically unmistakable, 
untreated hyperthyroidism, eight with a clinical diagnosis of 
nontoxic goiter, three with a clinical diagnosis of probable hy- 
perthyroidism, and one with classic myxedema. Radioactive 
iodine was also given to a control group of 19 adults, who were 
considered to be clinically euthyroid. The thyroid uptake one 
hour after the tracer dose correlated satisfactorily with the 
activity of the thyroid gland and with clinical toxicity, permit- 
ting differentiation between euthyroid and hyperthyroid states. 
The method also offers advantages over the 24 hour oral method 
in rapidity and in diagnostic accuracy by reducing the overlap in 
values between normal and hyperthyroid persons. 


Late Results with Methylthiouracil in Thyrotoxicosis.—Meth- 
ylthiouracil was given to 220 women and 24 men with thyro- 
toxicosis for an average of one year. The initial dose of the drug 
was 250 mg. three times daily, usually given for one or two 
months. When the basal metabolic rate was restored to a nearly 
normal level, the dose was reduced to 250 mg. once a day and 
treatment with this dose was continued for two to four months. 
The final maintenance dose was 125 mg. two or three times a 
week usually for six months. Nine patients died during the 
observation period from intercurrent causes not related to the 
thyrotoxicosis. Treatment was discontinued in 44 patients for 
various reasons and in 25 of these for hypersensitivity, but no 
instance of agranulocytosis was observed. Eighteen of these 25 
patients continued treatment with propylthiouracil. Treatment 
with methylthiouracil was concluded in 169 patients, 144 of 
whom continued without any treatment for six months or more 
and were followed up for six to 63 months (average, 32.9 
months). Of these 144 patients, 87% made a complete recovery 
and 18% were improved but showed some persistent symp- 
toms. On reexamination the goiter was, on the whole, smaller 
than before treatment. Exophthalmos was present in 7% of the 
patients at the time of reexamination as compared with 31% 
before treatment. Twenty-one patients had auricular fibrilla- 
tion before treatment as compared with six at the time of re- 
examination. True recurrences occurred in 21 of these 144 pa- 
tients (14.6%) after a symptom-free period of six to 45 months. 
The actual frequency of recurrence was higher (20.7%), because 
in 18 additional patients the treatment was repeated only be- 
cause of recurrence and was not yet concluded at the time of 
the reexamination. On the average, the recurrences were mild 
and the patients could soon be given a small maintenance dose. 
The final results in the recurrent cases were as satisfactory as 
those obtained in the nonrecurrent cases. The incidence of re- 
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currence was much higher among the patients with nodular 
goiter than in those with toxic diffuse goiter, in whom it was 
only 11.9%. Therapeutic results in the patients with toxic nodu- 
lar goiter also were much poorer than in those with toxic diffuse 
goiter. Patients with toxic nodular goiter should be primarily 
advised to submit to surgical treatment. 


Journal of International College of Surgeons, Chicago 


15:253-390 (March) 1951 

Surgical Management of Conditions and Diseases Affecting Liver. H. 
Acuff.—p. 253. 

Treatment of Recent Fractures of Neck of Femur with Acrylic Prosthesis. 
L. Leger.—p. 270. 

“Chemical Lobotomy” for Intractable Pain. F. Mandl.—p. 276. 

Lymphocytic Variations After Irradiation of Adrenal Glands. M. A. 
Manzanilla and M. A. Manzanilla Jr.—p. 281. 

Use of Streptokinase-Dornase in Certain Surgical Conditions. L. T. 
Wright, D. H. Smith, M. Rothman and others.—p. 286 

Management of Breast Cancer: Surgical Treatment and Irradiation. J.J. 
Stein, W. E. Costolow and O. N. Meland.—p. 299. 

Mediastinotomy: Some Technical Observations. J. Hertz.—p. 309. 

Carcinoma of Cervical Stump. D. H. Witte and D. W. Ovitt.—p. 313. 

Congenital Atresia of Jejunum with Meconium Peritonitis. H. A. Conrad 
and F. R. Robbins.—p. 320. 

*Reestablishing Lymph Drainage for Lymphedema of Extremities.*S. A. 
Zieman.—p. 328. 

Congenital Anomalies of Testicle. O. S. Lowsley and E. Porras.—p. 332. 

Agnogenic Myeloid Metaplasia of Spleen: Follow-Up After Splenectomy. 
H. L. Skinner and L. J. Sophian.—p. 343. 

Diverticula of Small Intestine: Report of Case of Jejunal Diverticulum. 
L. P. River and J. Silverstein.—p. 347. 

Factors Related to Avoiding Colostomy for Lesions of Rectosigmoid. 
R. R. Best.—p. 352. 

Some Observations on Convergence. J. A. Van Heuven.—p. 357. 

Suprapubic Transvesical Prostatectomy with Primary Closure of Bladder: 
Improved Technic and Latest Results. T. Hryntschak.—p. 366. 


Reestablishing Lymph Drainage in Lymphedema.—Zieman de- 
scribes a simple, nonmutilating method of reestablishing lymph 
drainage in an extremity subject to lymphedema. It consists 
of subcutaneous implanting of one or more lengths of non- 
absorbable suture longitudinally along the extremity and across 
the region of lymphatic obstruction. This in effect creates a 
new channel through which lymph can drain. The suture (no. 
1 nylon) is introduced through the bore of a no. 19 or no. 20 
gage needle 17.7 to 30.4 cm. in length that has previously been 
inserted subcutaneously along the desired path. The needle is 
withdrawn, and the suture is left in place. The ends of the suture 
are cut so that they retract 0.6 cm. under the surface of the 
skin. Following the implantation, the extremity is elevated and 
wrapped with an elastic bandage. The author has used the 
method in lymphedema of the arm following radical mastec- 
tomy, lymphedema of the leg due to invasion of the inguinal 
nodes by a Hodgkins infiltrate, and lymphedema of the penis 
and scrotum. He reports rapid and painiess reduction in the 
size of the affected member. 


Journal-Lancet, Minneapolis 
71:83-124 (March) 1951 


Allergy in Children and Antihistamines. A. V. Stoesser.—p. 83. 

Use of Antibiotics in General Practice. D. R. Nichols.—p. 88. 

Fractures Requiring Open Reduction. A. E. Culmer.—p. 91. 

Rheumatism—Unitary Conception and Control by Modern Methods. 
M. G. Good.—p. 93. 

Diagnosis and Treatment of Usual and Unusual Anorectal Abscess. L. F. 
Sherman, R. J. Tenner and H. W. Christianson.—p. 97. 

*Carcinoma of Gallbladder and Extrahepatic Bile Ducts. N. E. Wood. 
—p. 101. 


Carcinoma of Gallbladder and Bile Ducts.—Carcinoma of the 
gallbladder constitutes about 3% of all malignancies, and car- 
cinoma of the bile ducts, about 342%. In women carcinoma of 
the gallbladder may constitute 8 to 10% of all malignancies. 
Both types of carcinoma tend to occur in the older age groups. 
Adenocarcinoma is the commonest pathological type. It may 
be papillomatous or diffusely infiltrating in form. Mucus-pro- 
ducing and squamous carcinoma also occur. Gallstones are 
found in 80 to 100% of cases of gallbladder carcinoma and in 
a somewhat lesser percentage of cases of duct carcinoma. From 
4 to 5% of patients with gallstones eventually have carcinoma 
of the gallbladder. The clinical picture of carcinoma of the gall- 
bladder and ducts is extremely variable, and the patient may 
have a long history suggestive of benign biliary tract disease. 
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The treatment of these lesions is disappointing; the survival 
rate is extremely low. The only hope for decreasing deaths from 
carcinoma of the gallbladder is by cholecystectomy before car- 
cinoma develops in patients with gallstones. 


Journal of Neurophysiology, Springfield, Ill. 
14:85-176 (March) 1951 

Defects in Regulatory Mechanisms of Autonomic Function in Injuries to 
Spinal Cord. L. J. Pollock, B. Boshes, H. Chor and others.—p. 85. 

Changes in Excitability of Cerebral Cortex Following Single Electric 
Shock Applied to Cortical Surface. Hsiang-Tung Chang.—p. 95. 

Autogenetic Modulation of Excitability of Single Ventral Horn Cells. 
R. Granit and G. Strém.—p. 113. 

Organization of Diffuse Thalamic Projection System. T. E. Starzl and 
H. W. Magoun.—p. 133. 

Mechanism of Accommodation and Tone of Urinary Bladder. L. L. 
Langley and J. A. Whiteside.—p. 147. 

Relation of Temperature of Cerebral Cortex to Spreading Depression of 
Leao. W. H. Marshall, C. F. Essig and S. J. Dubroff.—p. 153. 

Strychnine Facilitation of Pressor Responses Evoked from Cerebral Cor- 
tex. E. C. Hoff, H. G. Langford, J. W. Vester and others.—p. 167. 


Journal of Thoracic Surgery, St. Louis 


21:217-324 (March) 1951 


*Importance of Extrapleural Pneumothorax in Collapse Therapy of Ful- 
monary Tuberculosis. J. W. Cutler.—p. 217. 
Pathology of Pleural Sclerosis: Study Related to Loss of Expansivity of 
Lungs and Its Treatment. oO. C. Croxatto and R. Sampietro.—p. 259. 
*Use of in Treatment of Postpneumonic 
Empyema., Ww. S. Tillett, ‘Ss. Sherry and C. T. Read.—p. 275. 

Monostotic Fibrous Dysplasia of Bone: Report of Case Involving Three 
Contiguous Ribs Treated by Wide Resection of Thoracic Cage. F. M. 
Flickinger.—p. 298. 

Heterotopic Gastric Mucosa in Esophagus with Ulceration and Stricture 
Formation. L. H. Bosher Jr. and F. H. Taylor.—p. 306. 

*Anomalous Bone of Lung Arising from Esophagus. S. L. Gans and W. J. 
Potts.—p. 313. 

Report of Two Cases of Anomalous Origin of Right Subclavian Artery 
from Descending Aorta. W. C. Sealy.—p. 319 


Extrapleural Pneumothorax in Pulmonary Tuberculosis.—Of 
129 extrapleural pneumothorax operations in 121 patients 
(eight bilateral operations), 91 were successful and 22 were un- 
successful. There were 17 (13.2%) operative deaths. Most of 
the poor results and deaths occurred before antibiotics and cer- 
tain technical improvements were evolved. Moreover, some pa- 
tients were in such poor condition that no therapy could suc- 
ceed. Exclusion of such patients might reduce the mortality to 
less than 4% and operative failures to less than 5%. Extrapleural 
pneumothorax is indicated in patients with advanced bilateral 
fibroulcerative tuberculosis who fail to respond to bedrest or 
sanatorium care and in whom pneumothorax, pneumoperi- 
toneum, or phrenic nerve interruption cannot be instituted or 
have failed. It is indicated also in those in whom thoracoplasty 
is too hazardous but who are still in fair general health. In 
elderly patients with positive sputum, extrapleural pneumo- 
thorax is often the only means of rendering the sputum negative. 
Patients with active disease and positive sputum who have hilar 
cavities, uncontrolled pulmonary hemorrhage, or who are preg- 
nant, may recover when treated with extrapleural pneumo- 
thorax. Young women, in whom thoracoplasty involves psychic 
trauma, can frequently be helped with extrapleural pneumo- 
thorax. This operation lost favor largely because of postopera- 
tive complications and poor late results, but close attention to 
detail and modern drug therapy insure its success. It should 
not be undertaken lightly, however, as the postoperative man- 
agement is more difficult than in thoracoplasty. Important inno- 
vations in extrapleural pneumothorax technique are that the 
mesial aspect of the lung should not be stripped from the 
mediastinum, but stripping from the remainder of the chest 
wall should be extensive; a small paravertebral incision should 
be followed by airtight closure, and plombage should not be 
done immediately, but, later, filling the extrapleural space with 
mineral oil may be desirable. Streptokinase and streptodornase 
are helpful in the management of postoperative extrapleural 
fluid coagulum. 
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in Postpneumonic Empyema.— 
Tillett and associates used streptococcic concentrates containing 
streptokinase and streptodornase (also referred to as SK-SD) in 
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the treatment of 25 cases of empyema following acute pneu- 
monia. In 14 of the cases, the pretreatment cultures were sterile, 
and in seven they were positive, yielding pneumococci, Strepto- 
coccus viridans, anaerobic streptococci, mixed floras, and 
Escherichia coli. Twenty-one patients were treated medically 
with systemic antibiotic therapy, intrapleural injections of so- 
lutions of streptokinase and streptodornase and aspiration of 
exudate with and without intrapleural administration of anti- 
microbial agents. Four patients were treated with closed thora- 
cotomy combined with enzymatic instillations. Enzymatic ther- 
apy was employed in the presence of thick loculated exudates 
not amenable to satisfactory removal by aspiration, the persis- 
tence of bacteriologically demonstrable infection, or a combi- 
nation of both factors. The contents of sterilized, lyophilized 
ampules containing mixtures of streptokinase and streptodornase 
in powdered form were put in sterile physiological saline and 
promptly injected, since deterioration of the enzymes occurs 
rapidly after the solution has been made. One cubic centimeter 
of solution contained approximately 10,000 and 40,000 units 
of the two substances, respectively, and as much as could be 
retained was injected. In 18 of 21 patients, including three with 
the putrid type of empyema, the liquefying action of the en- 
zymes was followed by rapid termination of the disease by 
crisis or by immediate improvement followed by subsequent 
progressive defervescence. Lytic enzymatic therapy made pos- 
sible within 24 hours the extensive evacuation of the loculated 
encapsulated empyemal cavities, and this was followed by in- 
creasing reexpansion of the underlying lung. When infection 
was demonstrable, the enzymatic débridement was followed by 
rapid sterilization. 


Anomalous Lobe of Lung Arising from Esophagus.—An anom- 
alous lobe of lung communicating with the esophagus by means 
of a bronchuslike tract was found in the chest of an infant and 
was successfully removed by operation. The pathological diag- 
nosis in this case was ectopic bronchus and lung originating from 
the esophagus, and chronic pneumonia. The embryologic origin 
of the esophagus and respiratory system from the gut is briefly 
reviewed. The primordia of the different parts of the respiratory 
system and esophagus develop within a mass of mesenchyme, 
which later becomes the mediastinum. It is not difficult to explain 
most of the congenital anomalies that take place in this region 
on the basis of the embryologic background. 


New Orleans Medical and Surgical Journal 
103:365-410 (March) 1951 


SYMPOSIUM ON TRAUMA 


Primary Treatment of Acute Hand Injuries. D. C. Riordan.—p. 365. 

Severe cea of Knee Joint: Diagnosis and Treatment. H. D. Morris. 
—p. 37 

Nonpenetrating Abdominal Trauma. C. C. Craighead and C. J. 
Miangolarra.—p. 375. 

Granular Cell Myoblastomas: Report of Three Cases. W. W. Ogden and 
A. J. Hertzog.—p. 378. 

“Evaluation of Banthine in Ulcer Management. G. McHardy, D. C. 
Browne, E. Edwards and others.—p. 380. 

Treatment of Duodenal Ulcers with Banthine: Study of 40 Cases. J. E. 
Holoubek, A. B. Holoubek and R. B. Langford.—p. 386. 

Complete Avulsion of Optic Nerve at the Disc: Case Report. J. W. 
Rosenthal.—p. 388. 

Pantopaque Myelography in Ruptured Intervertebral Disk: Correlation 
with Operative Findings. R. W. Levy, A. R. Payzant and H. H. Karr. 
—p. 390. 

Acute Myelogenous Leukemia: Report of Case Receiving 214 Blood 
Transfusions and with Development of Hemosiderosis. P. B. Johnson, 
J. J. Signorelli and P. Pizzolato.—p. 393. 


Banthine® in Ulcer Management.—The bromide salt of beta- 
diethyl 9-carboxylate-methobromide (ban- 
thine® bromide) | was given to 162 patients, 112 men and 50 
women, whose average age was 43 years and who had uncom- 
plicated duodenal ulcers. A schedule of 50 mg. of the drug at 
six-hour intervals was adopted during the day, 150 to 200 mg. 
at bedtime, and 100 mg. six hours thereafter. This regimen with 
minor individual adjustments was achieved in 82% of the pa- 
tients and was deemed adequate for symptomatic relief, gastric 
secretory inhibition, and suppression of gastric hypertonicity. 
When radiologic evidence of ulcer healing appeared it was con- 
sidered permissible to begin a dose of approximately one-half 
the therapeutically effective dose. This maintenance dose is con- 
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sidered necessary to prevent recurrence, since no etiologic fac- 
tor is eradicated. With this schedule 136 patients were com- 
pletely relieved from pain within an average of 38 hours; 12 
had less intense and less frequent discomfort; 11 claimed no 
pain relief, and three patients had complications. Nocturnal 
waking pain, present in 116 patients, was relieved in all but 
seven instances. Nausea and vomiting, which occurred in 86 
patients, was relieved in all but one. Pyrosis, present in 32 
patients, was not improved, and 54 additional complaints of 
pyrosis were precipitated by the drug. Other side effects were 
objectionable salivary suppression, occurring in 78 patients, sig- 
nificant mydriasis in eight patients, dysuria in 13 patients, con- 
stipation without dyschezia in 102 and with dyschezia in 36, 
and mild vertigo and weakness in six. A curarelike reaction 
was observed in one instance. Roentgenologic evaluation at 
three month intervals suggested a beneficial effect but was not 
conclusive. In view of the fact that the authors’ patients had no 
supplemental diet or medication, the response to banthine” bro- 
mide was impressive. The drug is to be considered an effective 
adjunct to but not a substitute for basic ulcer management. 
A longer follow-up is necessary for complete evaluation, be- 
Cause recurrences may occur at any time. It is probable that one 
can now control hypertonicity as a factor in ulcer occurrences 
and recurrence. 


Quart. Bull. Sea View Hospital, Staten Island, N. Y. 
12:1-46 (Jan.) 1951 


*Fate of Infants Born of Tuberculous Mothers. B. Ratner.—p. 1. 
Pneumonectomy in Treatment of Pulmonary Tuberculosis. D. Meyers 
and A. M. Silver.—p. 10. 
Tuberculous Meningitis. J. Dolgin, A. A. Jaworski and A. Gordon. 
21 


Fatal Mercurialism in Tuberculosis. T. T. Fox and J. C. Weaver.—p. 41. 


Infants Born of Tuberculous Mothers.—Fifty-five infants born 
of tuberculous mothers between 1943 and 1945 are reported 
on. Twenty-four (44%) infants were premature, and 31 (56%) 
were full term infants. The incidence of prematurity is ex- 
ceedingly high in the offspring of tuberculous mothers, ranging 
from 23 to 64%, depending on the severity of the disease in the 
mother. The prematurity is related to the severity of the disease 
in the mother not because of the tuberculous infection but be- 
cause of the poor nutritional status of the mother. The infants 
were immediately removed from contact with the mothers. Four 
infants died within the first 24 hours. Necropsy was performed, 
but none showed evidence of tuberculosis. Despite the handicap 
of prematurity that characterized 20 of the remaining 51 chil- 
dren, all survived. A standard diet of evaporated milk, dextri- 
maltose® with the supplementation of ascorbic acid, percomorph 
oil, and calcium caseinate given the premature as well as the full 
term infants resulted in a growth pattern and development com- 
parable to that observed in premature and full term infants born 
of healthy mothers. About one-third of the infants were fol- 
lowed up for about two years. Results of Mantoux tests were 
negative, as were results of roentgenologic examination, when 
the infants had reached the age of 2. In infants separated from 
their tuberculous mothers at birth who continue to remain in an 
environment free of tuberculosis the disease does not develop. 
Although congenital tuberculosis does undoubtedly occur, the 
author did not observe a single case of transplacental tuberculo- 
sis in a series of 260 infants born of tuberculous mothers, even 
though 17.6% of the mothers died of advanced tuberculosis 
shortly after delivery. 


Review of Gastroenterology, New York 


18:159-230 (March) 1951 


Bleeding Peptic Ulcer. E. F. Lewison.—p. 167. 

Jejunum Histopathological Studies Through Surgical Biopsy in Case of 
Tropical Sprue in Relapse. F. Milanés, P. Leén and A. Causa. 

Prevention of Some Postgastrectomy Difficulties by New Gastrectomy 
Technic. M. E. Steinberg.—p. 193. 

Gastrointestinal Complications Following Pelvic Operations. B. J. 
Ficarra.—p. 203. 

Role of Sulfonamides and Antibiotics in Treatment of Perforated Peptic 
Ulcers. R. P. Reynolds, M. O. Cantor and C. Stebbins.—p. 207. 

Protective and Restorative Therapy of Acute Liver Diseases. L. Villa. 
—p. 210. 
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Rhode Island Medical Journal, Providence 


34:117-176 (March) 1951 


Complications of Gastric Operations. O. F. Smith.—p. 133. 
Cancer of Lung. J. G. Scannell.—p. 136. 
Medical Aspects of Atomic Explosions. E. K. Landsteiner.—p. 139. 


South Dakota Journal of Medicine, Sioux Falls 
4:59-76 (March) 1951 


Treatment of Convalescent Poliomyelitis. E. C. Elkins.—p. 59. 


Surgery, St. Louis 


29:323-482 (March) 1951 


Effect of Vasodilator Drugs on Circulation of Extremities. D. C. Elkin 
and F. W. Cooper Jr.—p. 323 

*Experiences with Ligation and Heparin in Thromboembolic Disease. 
I. S. Ravdin and C. K. Kirby.—p. 334. 

Division of Popliteal Vein in Deep Venous Insufficiency of Lower Ex- 
tremities. G. de Takats and G. W. Graupner.—p. 342. 

Acute Massive Venous Occlusion of Lower Extremities. J. R. Veal, 
T. J. Dugan, W. L. Jamison and R. S. Bauersfeld.—p. 355. 

Ambulatory Venous Pressure Studies in Postphlebitic and Other Disease 
States. P. T. DeCamp, J. A. Ward and A. Ochsner.—p. 365. 

Deep Vein Valves: Venographic Study in Normal and Postphlebitic 
States. J. C. Luke.—p. 381. 

*Raynaud’s Disease: Study of Criteria for Prognosis. A. Blain III, F. A. 
Coller and G. B. Carver.—p. 387. 

Method of Dealing with Arteriosclerotic Popliteal Aneurysms. J. M. 
Janes and J. C. Ivins.—p. 398. 

of Secondary Hypersplenism. J. W. Lord Jr. 
—p. 40 


Pe Studies of Frozen Homologous Aortic Graft. R. A. 
Deterling Jr., C. C. Coleman Jr. and M. S. Parshley.—p. 419. 

Method of Producing Coarctation of Aorta in Growing Animal. F. 
Gerbode and H. Hultgren.—p. 441. 

Cardiac Massage in Operating Room Deaths. C. E. Nelson, M. A. Baba 
and H. G. Burden.—p. 452. 

Failure of Double Jejunal Lumen Gastrojejunal Anastomosis to Protect 
Against Histamine-Provoked Ulcer. J. J. Van Geertruyden.—p. 459. 
Original Drainage Apparatus for Ileostomies and Fistulas. A. Hurwitz. 

—p. 463. 
‘teens Hazards in Treatment of Pathologic Fractures by Kuntscher 
intramedullary Nail. L. F. Peltier.—p. 


Ligation and Heparin in Thromboembolic Disease.—During the 
five year period terminating Dec. 31, 1949, several methods were 
used to reduce the incidence of thromboembolic complications 
in 27,802 surgical patients. Routine measures of prophylaxis in- 
cluded frequent change of position in bed, early ambulation, 
compression bandages applied before anesthesia and operation 
and maintained until discharge, deep breathing exercises, prompt 
replacement of blood loss, avoidance of abdominal distention 
and of heavy sedation, and prevention of dehydration, electro- 
lyte imbalance, and hypotension. In patients in whom there was 
an unusual risk of a thromboembolic complication, especially 
when there was a history of previous embolism, anticoagulants 
and prophylactic superficial femoral vein ligation were em- 
ployed. Therapeutic procedures included the following meas- 
ures: for phlebothrombosis, bilateral superficial femoral vein 
ligation or anticoagulants; for acute thrombophlebitis, lumbar 
sympathetic block or anticoagulants; for extension of thrombus 
proximal to femoral vein, anticoagulants; for suppurative ilio- 
femoral or pelvic thrombophlebitis, ligation of the iliac veins or 
vena cava; for pulmonary infarction without dyspnea, bilateral 
superficial femoral vein ligation or anticoagulants; for massive 
pulmonary embolism, heparin, 50 mg. given intravenously at 
once. Atropine, papaverine, oxygen, and morphine were also 
given. Despite efforts to reduce their incidence, thromboem- 
bolic complications occurred in approximately 1% of patients 
after operation. Phlebothrombosis and thrombophlebitis oc- 
curred in 0.65%, nonfatal pulmonary infarction in 0.205%, 
and fatal pulmonary embolism in 0.11% of the patients. The 
incidence of fatal pulmonary embolism probably can be reduced 
only by effective mass prophylaxis, by a clearer understanding of 
the factors causing venous thrombosis, or by the development 
of tests that indicate incipient thrombosis so that effective therapy 
can be instituted. 


Raynaud’s Disease. 


of the terms “Raynaud’s disease” and “Raynaud’s syndrome” 
as substitutes for the terms “primary Raynaud’s phenomenon” 
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and “secondary Raynaud’s phenomenon” in the belief that this 
will simplify the classification of the disorders under discussion. 
Raynaud’s disease is the primary and idiopathic form of the 
phenomenon of paroxysmal spasm of the digital arteries, pro- 
ducing acral ischemia and cyanosis of the digits, bilaterally and 
symmetrically, in response to cold and emotions; it is usually 
relieved by warmth. In its severe form there is a recurring, pain- 
ful spasm, narrowing the local vessels, deforming the digits 
(usually the fingers), and leading to local ulceration and necrosis. 
The disease is frequently seen in young women who show other 
evidence of vasomotor instability. Raynaud’s syndrome is always 
the result of some underlying vascular or other disease. Com- 
monest of the underlying diseases are the obliterative vascular 
diseases (arteriosclerosis obliterans and thromboangiitis oblit- 
erans), the collagen diseases (scleroderma, rheumatoid arthri- 
tis, dermatomyositis), thermal injury (frostbite and burns), 
mechanical trauma (use of vibrating tools, such as the pneumatic 
hammer), and the Naffziger syndrome (cervical rib and scalenus 
anticus syndrome). Raynaud’s syndrome may also result from 
lesions of the central nervous system. The prognosis of true 
Raynaud’s disease was studied in 100 patients, who had been 
followed for at least five years. One-fourth progressed to a point 
of tissue loss (ulceration, necrosis, and superficial gangrene) or 
to a point at which pain and other symptoms caused sufficient 
disability for the patients to submit to sympathectomy. In most 
of the remaining three-fourths of the cases the disease ran a 
benign chronic course for from five to 55 years. The one- 
fourth classified as severely progressive cases were characterized 
oftenest by an onset of symptoms between the ages of 15 and 
30 years and rapid progression. Cases in which attacks can be 
precipitated only by cold or in which functional factors are not 
particularly prominent, especially if the onset of the disease 
is before the age of 15 or after the age of 35, are not likely to 
progress to tissue loss or the need for operation. The majority 
of patients undergoing dorsal sympathectomy by techniques used 
in the past will obtain at least temporary relief of symptoms. 
It is believed that more patients will obtain permanent relief 
following the radical postganglionic sympathectomies now per- 
formed. Clinical observations uphold the theory that Raynaud’s 
disease is due to both a local fault in the digital vessels and super- 
imposed abnormal vasomotor tone. 


Surgical Management of Secondary Hyperspleni Idiopathi 

thrombopenic purpura and congenital hemolytic icterus are two 
of the most notable examples of primary hypersplenism. Sple- 
nectomy is usually beneficial in both conditions. In secondary 
hypersplenism, first the spleen is enlarged; second the bone mar- 
row must be normally active or hyperactive; third there is evi- 
dence in the peripheral blood of a reduction below normal of 
one or more or all of the cellular elements, and fourth there 
must be some primary disease entity, with involvement of the 
spleen either directly or indirectly. Splenectomy in properly se- 
lected cases is frequently followed by worthwhile improvement 
in the peripheral blood, although the course of the primary, 
basic disease may not be influenced significantly. Blakemore, 
Whipple, and Rousselot have developed satisfactory shunting 
procedures for the relief of portal hypertension on both an intra- 
hepatic and an extrahepatic basis. In patients with secondary 
hypersplenism due to a congestive splenomegaly (portal hyper- 
tension), great benefit may be derived by combined splenectomy 
and splenorenal shunt. Five illustrative cases are presented. 


Tennessee State Medical Assn. Journal, Nashville 
44:89-126 (March) 1951 
Use of Radioactive Isotopes in Otolaryngology. H. Duncan.—p. 89. 


West Virginia Medical Journal, Charleston 
47:69-106 (March) 1951 
Common Respiratory Diseases of Infants and Children. E. H. Baxter. 
—p. 69. 
Economic Need for soye Public Health Program in West Virginia. 
B. M. Drake.—p. 


Significance of Nelson.—p. 81. 
Endaural Operation for Chronic 


J. M. Smith.—p. 86. 
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Acta Radiologica, Stockholm 
34:423-560 (Dec.) 1950. Partial Index 
Cancer of Breast: Results of Treatment, 1929-1943. J. Saugmann-Jensen 


Excreting Inpected 

Ppropanwi (BAL). B. E. W. 
Mass Chest Surveys for Tuberculosis.—Lonnerblad feels that 
case finding by means of chest photofluorography of the entire 


population is not likely to reduce the incidence of tuberculosis 
greatly. As causes for this failure he mentions the relatively 


and so there is time for a significant number of persons to be 
infected before the diagnosis is established. The author con- 
cludes that without more effective economic aid to persons with 
tuberculosis and to susceptible groups of the population and 


Tolerance Dose in Radiologic Work.— Hematological examina- 
tions and measurements of the exposure to ionizing irradiations 
of the personnel in the radium and roentgen departments of 
the hospital in Aarhus, Denmark, disclosed that the tolerance 
dose, which so far was supposed to be 100 milliroentgens per 
day, is fairly close to the limit of tolerance of the hematop ictic 
system. Since there is a risk of other harmful effects of exposure 
to this amount of radiation, it ts suggested that 100 milliroent- 
gens should be regarded as the maximum permissible exposure 
per week rather than per day. 


Archives of Disease in Childhood, London 


26:1-96 (Feb.) 1951 
to Coeliac Affection. W. G. Wyllie, W. W. Payne 


*“Pyloric Stenosis im Four First Cousims. C. O. Carter and T. R. Savage. 
—p. 
Twe Cases of Hyperplasia with Adrewal Cortical Insufficiency. 
N. E. France and C. A. Neill —p. 52. 
Enterogenous Cyst Causing 
Parry.—p. 62. 
iesis and Sidcrosis im Foetus and Newborn F. A. Langicy. 


intestinal Obstruction. E. W. 


Neurofibromatosis Presenting as Macrogiossia. J. J. Kempton and C. 
Latto.—p. 76. 
Tuberculous Pericarditis. R. M. Todd.—p. 78. 


Pyloric Stenosis in Four First Cousims.—There is evidence that 
genetic factors play som. part in the causation of pyloric sten- 
osis. Identical twins apy -ar to be more often both affected than 
fraternal twins of like sex, and the incidence in brothers and 
sisters of children with pyloric stenosis is higher than in the 
general population. A family of 11 brothers and sisters is de- 
scribed, five of whom have had children. Of these, four have 
had a child with pyloric stenosis in which the diagnosis was 
confirmed at operation. This family provides additional evidence 
that genetic factors are im part responsible for the condition. 


An asterisk (*) before a title indicates that the article is abstracted. Singic 
case reports and tials of mcw drugs are usually omitted. 
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Arch. Urug. Med. Cir. y Espec., Montevideo 
37:245-338 (Sept.) 1950. Partial Index 


“Cancer of the Stomach in Uruguay. P. Larghero Ybarz, I. Carrera, 
H. Cardeza and R. Minatta.—p. 275. 


Cancer of the Stomach.—Gastric cancer is responsible for 25% 
of all deaths from cancer in Uruguay. The authors report on 
125 cases of gastric cancer. Sixty-five were treated by resection; 
the remainder were inoperable. The procedure of choice was 
an enlarged regional gastrectomy, either total or subtotal, in- 
cluding resection of all the regional chains of lymph nodes. The 
type of gastrectomy and the route of approach depended on the 
site and extension of the cancer. The authors favored subtotal 
gastrectomy. The abdominal route was preferred for total gas- 
trectomy, while the transthoracic route was chosen for resection 
of the cardia and the fundus of the stomach. Splenectomy was 
often indicated. Total gastrectomy was performed on 12 patients 
and subtotal gastrectomy on 53. Of the 12 patients who had 
total gastrectomy six died within the first week (50% operative 
mortality). Four died between three months and one year after 
the operation. Two patients are living, four and 32 months, re- 
spectively, after the operation. Transthoracic gastrectomy was 
performed in six patients (two total and four subtotal gastrec- 
tomies). Three patients died (50% operative mortality), one 
from peritoneal cancer a few months after the operation, and 
two patients are living, two and three years after the operation, 
respectively. In the 49 cases in which subtotal gastrectomy was 
dene by the abdominal route the postoperative mortality was 
21.4%. Although nearly all the patients in these groups were 
first seen in an advanced period of cancer, 50% of them were 
living between one and four years after the operation; only six 
in the whole group are living five years after the operation. 


British Journal of Dermatology, London 
63:83-122 (March) 1951 
Basic Concepts in Production and Management .of Psychosomatic 
Dermatoses—iI. F. E. Cormia.—p. 83. 


Some Clinical and Histopathological Notes on Pseudoxanthoma Elas- 
ticum. P. W. Hannay.—p. 92. 


Indeterminate Leprosy: New Clinical Variety. G. H. Findlay.—p. 100. 
Recurrent Bullous Eruption of Feet. S. T. Anning.—p. 104. 


British Journal of Radiology, London 
24:119-180 (March) 1951. Partial Index 

Histological Changes in Irradiated Carcinoma of Breast. I. G. Williams 
and G. J. Cunningham.—p. 123 

Low Voltage X-Ray wH# with Beryllium Window Tube. A. Green, 
W. A. Jennings and R. F. Hendtlass.—p. 134. 

Some Observations and Aarne of Treatment with Radioactive lodine 
t™- Report upon Case of Carcinoma of Thyroid with Metastases 
Treated by this Method. G. F. Green, J. F. Tait and R. Worsnop. 
—p. 148. 

Diastematomyelia with Vertebral Column Defects: Observations on Its 

Diagnosis. T. N. Cowie.—p. 156. 
i of Certain Sources of Error in Diagnosis of Gastric Ulcer. 

E. D. Palmer.—p. 161. 


Errors in Diagnosis of Gastric Ulcer.—Observations on 30 
patients in whom errors were made in the positive or negative 
diagnosis of gastric ulcer demonstrated the complementary 
functions of roentgenography and gastroscopy in the diagnosis 
of gastric disease. In only one of the misdiagnosed cases did 
the roentgenographic and gastroscopic diagnoses agree in the 
error. The diagnostic errors were correlated with the failure of 
the two methods to corroborate each other. The greatest number 
of errors occurred in lesions on the lesser curvature of the 
antrum. This region of the stomach presents most difficulties 
to both x-ray and gastroscopic interpretation. To the radiologist 
it is often an area of confusing dynamic deformities and to the 

ist it often constitutes an entirely blind area. In cases 
of lack of conformity between gastroscopic and roentgenologic 
diagnosis, careful evaluation is necessary before radical treat- 
ment is instituted. As a rule, the more serious diagnosis should 
be considered as the correct one. 


and P. Jacoby.—p. 453. 
Distribution of Gas m Intestine Following Laparotomies Unaccompanied 
by Complications. N. Liedberg and S. Berglund —p. 493. 
*Value of Total Population Roentgen Chest Survey im Campaign Against 
Tuberculosis. L. Léanerblad—p. 501. 
“Tolerance Dose Problems im Radiological Work. P. B. Hamsen and 
C. B. Madsen —p. 519. 
poor . measures, even in Cally 
Stages of pulmonary tuberculosis and the fact that it ts not eco- 
nomically feasible to tsolate effectively all persons with arrested 
Or intermittently open tuberculosis of the lungs. Moreover, in 
persons infected with pulmonary tuberculosis between x-ray : 
surveys a rapidly progressive process may unexpectedly develop 
aminations can hardly produce the desired results. 
146 
and D. W. Beynon.—p. 4. 
Alimentary Lesson Anapbylactoid Purpura. C. L. Balf—p. 20. 
Studies of Cerebrospinal Fluid Circulation im Tuberculous Meningitis im 
Children: Il. Review of 100 J. Lorber —p. 2%. 
Pyloric Stenosis in Twins. B. W. Powell and C. O. Carter —p. 45. 
Complex in Five-Months-Oid Infant. B. Gans. —p. 84. 
Bile Pigments in Stools of infants. S. D. V. Weller.—p. %. 
Subcutaneous Fat Necrosis of Newborn. A. Holzel—p. 89. 


968 MEDICAL LITERATURE ABSTRACTS 


British Medical Journal, London 


1:489-542 (March 10) 1951 

The Hunterian Heritage. M. Page.—p. 489. 

Relation of Shock, Carbohydrate Utilization, and Cortisone to Mitotic 
Activity in Epidermis of Adult Male Mouse. H. N. Green and F. N. 
Ghadially.—p. 496. 

Shock and Neoplasia. H. N. Green and M. Savigear.—p. 498. 

Chemotherapy in Cholera. S. C. Lahiri—p. 500. 

Incidence and Prevention of Tetanus Among Civilians. E. T. Conybeare 
and W. P. D. Logan.—p. 504. 

Spontaneous Intraperitoneal Rupture of Bladder in Puerperium. A. L. 
Deacon.—p. 508. 

Aureomycin and Chloramphenicol in Chancroid. R. R. Willcox.—p. 509. 


Canadian Medical Association Journal, Montreal 


64:187-284 (March) 1951 


*Allergy to Aspirin. C. H. A. Walton and H. W. Bottomley.—p. 187. 

*Rheumatic Fever Treated with Cortisone and ACTH. J. D. Keith and 
C. A. Neill.—p. 193. 

Prevention of Recurring Manic-Depressive Illnesses. G. H. Stevenson. 
—p. 198. 

ee, Pe Treatment of Chronic Ulcerative Colitis. W. C. MacKenzie. 
—p. 200. 

oodamen Mammary Coronary Anastomosis in Surgical Treatment of 
Coronary Artery Insufficiency. A. Vineberg and G. Miller.—p. 204. 

Amniotic Fluid Embolism. J. M. Finlay and H. J. Barrie—p. 210. 

Considerations in Occupational and Industrial Dermatoses. M. Beau- 
dry.—p. 213. 

Barriers to Surgery in Mitral Stenosis. L. D. Wilcox and A. J. Grace. 
—p. 218. 

Cisical Results of Prefrontal Lobotomy (Leucotomy). G. H. Steven- 
son and H. D. Wilson.—p. 222. 

Hypertension in Two Cases of Renal Artery Occlusion. L. J. Adams, 
M. Notkin and J. E. Pritchard.—p. 224. 

Patients with Emotional Difficulties. F. W. Hanley.—p. 228. 

Barbiturate Poisoning Treated with Modified Electrotherapy. C. Pinch 
and J. J. Geoghegan.—p. 233. 

Use of Trichlorethylene in Obstetrical Analgesia and Anaesthesia. J. J. 
Scales and R. F. Ohlke.—p. 235. 

Relationship of Fibrinogen B to Thromboembolic Phenomena. E. A. 
Ryan.—p. 237. 

Primary Carcinoma of Liver. C. B. Ripstein and G. G. Miller.—p. 240. 

Suture-Ligation of Patent Ductus Arteriosus in Infancy. W. T. Mus- 
tard.—p. 243. * 

Intrathoracic Tumours. R. C. Laird.—p. 244. 


Allergy to Aspirin.—The drug most commonly causing severe 
allergic reactions is acetylsalicylic acid (aspirin). The most fre- 
quent symptom is asthma, but urticaria, angioneurotic edema 
and rhinitis are fairly common. The occurrence of definite sensi- 
tivity to acetylsalicylic acid was observed in 22 of 830 patients 
with asthma. All 22 patients manifested asthma when given 
small amounts of acetylsalicylic acid. Several also had urticaria, 
angioneurotic edema, and rhinitis. In addition, three were allergic 
to antihistamines. All the patients were adults, seven men and 
15 women, between the ages of 27 and 64. Half of them had a 
severe degree of asthma as compared to only 13% of the entire 
group of &30. Five of the 22 patients died in the four year study 
period. Necropsy was performed in three, who showed the char- 
acteristic changes of fatal bronchial asthma. Clinical reactions 
to acetylsalicylic acid are usually violent and rapid. 


Cortisone and ACTH in Rheumatic Fever.—Twenty-three chil- 
dren between the ages of 3 and 14 with rheumatic fever were 
treated with either cortisone or pituitary adrenocorticotropic 
hormone (ACTH). Cortisone was administered twice daily. The 
total daily dose was 100 to 200 mg. in 24 hours. Pituitary adreno- 
corticotropic hormone was given every four hours in a total daily 
dose of 40 to 80 mg., depending on body weight. Most children 
were treated for four to six weeks. When evidence of a relapse 
occurred, treatment was resumed and continued for two to three 
additional weeks. Fever and arthritis were promptly relieved. 
The sedimentation rate was restored to normal in most patients 
in three weeks. There was an increase of body weight by an 
average of 1% Ib. (0.73 kg.) a week during treatment. Gallop 
rhythm frequently disappeared. Subcutaneous nodules dis- 
appeared in approximately three weeks in three patients. Chorei- 
form movements ceased in three weeks in four cases. There was 
usually an appreciable rise in hemoglobin and hematocrit dur- 
ing treatment. There was no significant change in heart murmurs. 
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Changes in heart size were not significantly different from those 
observed in children treated with bed rest and salicylates. The 
sedimentation rate frequently rose after administration of the 
hormone was discontinued, but usually the rise was transient. 
In other cases administration of the drug had to be resumed 
for an additional period. Patients with chronic heart failure 
were not improved by such treatment, and in one patient the 
failure became more pronounced during treatment. Two patients 
with acute heart failure in the first attack of rheumatic fever 
were quickly and dramatically improved when hormone therapy 
was instituted. 


Surgical Treatment of Coronary Artery Insufficiency —When 
the internal mammary artery of a dog is experimentally im- 
planted into the ventricular myocardium it forms new arterial 
branches that anastomose with the left coronary circulation. 
When this occurs the heart is protected against infarction fol- 
lowing the ligation of the anterior descending branch of the 
left coronary artery. Those animals that survive such a liga- 
tion, however, die or an infarction develops when the implanted 
internal mammary artery is occluded. Thus an internal mam- 
mary coronary artery anastomosis has functional value in re- 
lieving artificially produced coronary artery insufficiency. These 
experiments suggest that an internal mammary artery implant 
may be valuable in the treatment of human coronary artery 
insufficiency. The internal mammary artery was implanted in 
the ventricular myocardium of three patients with coronary 
artery insufficiency, who were carefully selected and treated by 
a medical-surgical team. The use of quinidine preoperatively 
and postoperatively and of procaine hydrochloride during the 
operation is important in preventing ventricular fibrillation. The 
first patient died two and a half days after operation. Death 
was due to a recent coronary thrombosis, which, according to 
the authors, developed because of the low blood pressure that 
was present throughout the operation. Necropsy revealed that 
the internal mammary artery was completely patent 62 hours 
after the implantation. Despite the burying of an open vessel 
in the myocardium, there was no evidence of hemorrhage or 
intramural hematoma. In the two other patients the blood pres- 
sures were maintained above 100 mm. of mercury throughout 
the operation by means of a continuous intravenous drip of 
phenylephrine (neo-synephrine®) hydrochloride. Both patients 
recovered and appeared to have been improved at the time of 
discharge. It is still too early for definite evaluation of the 
operative results. 


Deutsche medizinische Wochenschrift, Stuttgart : 
76:229-260 (Feb. 23) 1951. Partial Index 


Menstruation Cycle and Ovulation: Uncertainty of Computation of Fertile 
Period and Hormone Therapy. H. Franken.—p,. 229. 

Criticism of Treatment of Climacteric Secondary Phenomena with Ovar- 
ian Hormone. H. R. Schmidt-Elmendorff.—p. 232. 

Study of Homologous Serum Hepatitis. K. Franke and G. A. Raven. 


*Psittacosis and Its Treatment with Aureomycin: New Experiences Gained 
in Small Epidemic. H. Hamke.—p. 246. 


Aureomycin in Psittacosis.—Eight cases of psittacosis, six of 
them occurring in two families, are reported. The patients were 
between the ages of 21 and 48. The infection was transmitted by 
parrots bred in Germany. The course of the disease was mod- 
erately severe or severe in seven patients and mild in the young- 
est patient. One patient died. All patients had the characteristic 
symptoms of the disease. Necropsy v as performed in the fatal 
case, and the psittacosis virus was isolated. The complement 
fixation reaction was strongly positive iu four patients and doubt- 
ful in three. Treatment with quinine and calcium combined, 
sulfathiazole, penicillin and streptomycin failed. Three patients 
were treated with aureomycin. A dose of 500 mg. every four 
hours was given orally. The total dose administered was 4,000 
mg. The temperature was restored to normal within 24 hours, 
and all patients recovered. The effect of the drug did not depend 
on the time at which treatment was instituted. The prognosis 
of psittacosis has been decisively improved by the possibility 
of treatment with aureomycin. 
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Edinburgh Medical Journal 


5§7:561-630 (Dec.) 1950 


Filariasis. J. H. Bowie.—p. 561. 

Surgical Significance of Intestinal Vascular Patterns. J. A. Ross.—p. 572. 

Place of Chemotherapy in Treatment of Pulmonary Tuberculosis: Report 
on 102 Cases. C. Clayson.—p. 580. 

Effect of Heparin on Plasma Cholesterol. D. P. Basu and C. P. Stewart. 
—p. 596. 


Gastroenterologia, Basel 
76:127-254 (Nos. 3 & 4) 1950/51. Partial Index 


Gastric Sarcoma, Its Clinical, Roentgenologic and Endoscopic Diagnosis. 
A, Frank and W. Naumann.—p. 127. 

Sequelae After Gallbladder Operations and Their Treatment. R. Boller. 
—p. 149. 

*Relations Between Ulcer Disease and Adrenals: Hormone of Adrenal 
Cortex, Adrenalin, Sodium Chloride and Histamine in Therapy of 
Peptic Ulcer. L. Biré and G. Nagy.—p. 169 


Peptic Ulcer and the Adrenals.—The following evidence sug- 
gests a relationship between peptic ulcer and the adrenals: 1. 
Normal functioning of the adrenal cortex is necessary for main- 
taining the mucous membranes of the gastrointestinal tract 
in a healthy condition. 2. Twenty per cent of patients dying 
from Addison’s disease have peptic ulcer. 3. Hypotension, one 
of the most important symptoms of adrenal insufficiency, is 
also frequent in patients with peptic ulcer. These and other 
indications induced a number of investigators to treat ulcer 
patients with desoxycorticosterone acetate. This substance was 
employed in the 133 ulcer patients reviewed here. Many of 
these patients had symptoms characteristic of adrenal insuffi- 
ciency; for instance, 42.1% had asthenia, 50% had low blood 
pressure and about 60% had a positive reaction to the (Cutler) 
potassium and water tolerance test. The 17-ketosteroids were 
determined in 14 ulcer patients, and in 10 the values were ab- 
normal. It was found that treatment with desoxycorticosterone 
acetate caused rapid disappearance of the peptic ulcer, particu- 
larly in patients who had signs of adrenal insufficiency. Treat- 
ment with sodium chloride and epinephrine produced similar 
therapeutic results. There was a parallelism between the healing 
of the ulcer and the disappearance of the signs of adrenal hypo- 
function. Extracts of the adrenal cortex are far less efficacious. 
Histamine treatment is successful mainly in gastric ulcer. 


Hospital, Rio de Janeiro 
39:165-296 (Feb.) 1950. Partial Index 


*Cervical Vertebral Syndrome. P. Nava.—p. 195. 

*Interesting Clinical Syndrome: Melanodermia, Cirrhosis of the Liver and 
Diabetes Mellitus. W. Saad Hossne and J. E. Dutra de Oliveira. 
—p. 275 


Cervical Vertebral Syndrome.—Nava reports on two patients 
with a malformation of cervical vertebrae that results in contact 
of two or more spinous processes on extension of the neck 
(kissing spine). This was associated with local and radiating pain. 
A similar condition has been described in the lumbar region 
by Michotte. One of the patients, a woman aged 46, had severe 
pain in the neck, contraction of the superior and medium bundles 
of the trapezius, forward projection of the head and limited 
rotation and flexion of the neck, extension of which was im- 
possible because of stabbing pain. Roentgen examination showed 
contact of the spinous processes of the fourth, fifth and sixth 
cervical vertebrae. The other patient, a man aged 54, com- 
plained also of pain in the neck radiating to the right shoulder 
joint and shooting pain in the right arm and hand. Roentgen 
examination showed contact of the spinous processes of the 
fourth and fifth cervical vertebrae. These two cases confirm 
Michotte’s observations and establish the existence of a new 
syndrome of pain in the neck and shoulders, for which the 
author suggests the name of cervical vertebral syndrome or 
Michotte’s syndrome. 


Interesting Clinical Syndrome: Melanoderma, Cirrhosis of the 
Liver and Diabetes Mellitus.—The case described by the authors 
is rare. The patient, a girl 14 years old, had from the age of 8 
a progressive disease characterized by pigmentation of the skin, 
hepatic cirrhosis with splenomegalia and diabetes mellitus simu- 
lating hematochromatosis. Neither biopsy of the skin nor post- 
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mortem examination revealed existence of hemosiderin. The 
authors concluded that the case was one of cirrhosis of the liver 
in association with diabetes mellitus and melanoderma of un- 
known origin. The suprarenal cortex was found to be normal 
by necropsy. 


Journal of Clinical Pathology, London 


4:1-128 (Feb.) 1951. Partial Index 

Review of Modern Methods in Histochemistry. A. G. E. Pearse. —p. 1. 

Normal Platelet Count in Man. A. W. Sloan.—p. 37. 

Plasmacytosis in Bone Marrow in Rheumatoid Arthritis. F. G. J. 
Hayhoe and D. R. Smith.—p. 47. 

*Emergency Methods for Rhesus Group Determination. J. C. F. Poole 
and G. C. J. Williams.—p. 55. 

Estimation of Dicoumarin in Blood. M. Lubran.—p. 63. 

Improved Culture Methods for Detection of Ps. Pyocyanea. E. J. Low- 
bury.—p. 66. 

Excretion of Pregnanediol and 17-Ketosteroids During Menstrual Cycle 
in Benign Hirsutism. W. H. H. Merivale.—p. 78. 


Methods for Rh Group Determinations.—According to Pooie 
and Williams, the most reliable method for Rh group determi- 
nation is probably the standard tube method. This technique 
has only one serious disadvantage: it may take as long as two 
hours to perform, although occasional high avidity anti-D serums 
will give clearcut results in 30 minutes or less. For emergency 
Rh typing quicker procedures are desirable. This report com- 
pares three methods. In 917 determinations of Rh groups by 
the Chown capillary tube method, 20 erroneous results were 
obtained, nine being false positive and 11 false negative. At the 
same time, observations were made with the standard tube 
method, which gave no false results in this series. False positive 
Chown tests appear to be due to rouleau formation when sus- 
pensions of cells in serum are used; this can be avoided by the 
use of saline suspensions. False negative results can be obtained 
by the Chown test if insufficient time is allowed for the develop- 
ment of a positive result. Factors delaying its appearance are 
dilution, the use of saline as opposed to serum suspensions and 
the use of blood specimens more than five days old. A rapid 
method, which gave no discrepancies in 450 tests carried out 
concurrently with the standard tube method, consisted of the 
incubation of the tube for 10 minutes at 37 C. followed by 
centrifugation for five minutes at 2,000 to 2,500 rpm. 


Journal Obstet. & Gynaec. Brit. Empire, Manchester 
58:1-100 (Feb.) 1951. Partial Index 


Antidiuretic Activity of Saline Extracts of Normal and Toxaemic 
Placentas. F. B. Byrom.—p. 1. 

Antidiuretic Substance in Urine During Pregnancy and Its Frequent 
Association with Bacterial Growth. V. 1. Krieger, H. M. Butler and 
T. B. Kilvington.—p. 5. 

Therapeutic Effect of Subsequent Pregnancy in oe Disease: 
Case Report. R. Murdoch and A. D. T. Govan.—p. 

Geometrics of the Pelvic Outlet. H. C. H. Bull.—p. My 

*Premature Separation of Normally Situated Placenta Due to Foetal 
Suicide. J. A. Chalmers.—p. 33. 

*Abnormal Lactation. G. L. Foss and D. Short.—p. 35. 

Uterovenous and Uterolymphatic Intravasation in Hysterosalpingography. 
A. Drukman and S. Rozin.—p. 73 

a ony se with Di-Hydro-Ergotamine in Treatment of Primary Uter- 

e Inertia. R. C. Gill and J. M. Farrar.—p. 79. 

Bilateral Renal Cortical Necrosis in Obstetric Practice. 1. MacGillivray. 

—p. 92. 


Premature Separation of Placenta: Fetal Suicide.—A _primi- 
gravida, 17, was hospitalized with mild toxemia of pregnancy. 
With bed rest and sedatives, the blood pressure fell in a few 
days and the edema disappeared. Discharge from the hospital 
seemed justified when suddenly, following particularly violent 
fetal movements, she complained of severe abdominal! pain and 
vaginal bleeding. She was in moderate shock, and the uterus 
was stony hard and tender. No fetal heartbeat could be heard. 
After a rapid labor she was delivered of a well-preserved, still- 
born fetus, followed immediately by the placenta and a mass 
of retroplacental clot. The umbilical cord was wrapped once 
around the right ankle of the child, then twice round the right 
wrist and once around the right hand. The length of the cord 
was 23 in. (60.96 cm.) but, because of the turns around the 
limbs, only 4 in. (10.16 cm.) of cord remained free between the 
right hand and the placental insertion, which was eccentric. 
The separation of the placenta was probably due to avulsion of 
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the placenta as a result of traction on the cord by the fetus 
itself. It seems probable that the mechanism that Duff (1950) 
described as a possible cause of antenatal separation of the cord 
has been operative in this case. The mild toxemia may have been 
associated with some decidual deterioration, which may have 
made the placenta more liable to separation as a result of traction 
by the fetus. 


Abnormal Lactation.—Five cases of abnormal lactation are re- 
ported, one in a young virgin and the rest in women who had 
borne children. In one case lactation followed hysterectomy, 
in two there was evidence of pituitary overactivity, and in one 
there was pituitary deficiency. It is known that nursing may 
prolong lactation almost indefinitely in women who have pre- 
viously breast-fed children. Nursing in combination with strong 
psychogenic stimuli or even psychotic symptoms may initiate 
lactation in nulliparas or virgins. Possibly, organic brain dis- 
ease affecting the mesencephalon or hypothalamic nuclei may 
occasionally be responsible. In another group, endocrine influ- 
ences, due to pituitary tumors with excessive output of anterior 
lobe hormones, or adrenal cortical tumors, may stimulate lacta- 
tion. The only point of possible significance in the 16 year old 
girl whose case is reported is that the output of 17-ketosteroids 
had increased. If this is confirmed during further observation 
it is possible that lactation may be due to pituitary hyperfunc- 
tion or some hypercorticoid syndrome. The almost complete 
amenorrhea suggests combinations of endocrine imbalance lead- 
ing to persistent lactation and uterotubal atrophy. 


Klin. Monatsbl. fiir Augenheilkunde, Stuttgart 


118:1-112 (No. 1) 1951. Partial Index 
The Process of Vision and Visual Substances. G. von Studnitz.—p. 1. 
Treatment of Strabismus. F. Hentschel.—p. 23. 
Form of Strabismus and Surgical Treatment. H.-F. Piper.—p. 33. 
*Eye Complications in Benign Leptospiroses. M. Doret and A. Réhm. 


—p. 51. 
Toxoplasmosis with Special Consideration of Ocular Symptoms. W. 
Straub.—p. 66. 


*Corneal aeandahe and Cataract as Sequel of Thyroidectomy. H. Pau. 
75. 


Ocular Complications in Leptospiroses.—The following benign 
leptospiroses are briefly discussed: (1) harvest, field or mud 
fever, in which Leptospira grippotyphosa, L. sejroe and L. aus- 
tralis have been isolated; (2) canicola fever (L. canicola) and 
(3) swineherd’s disease (L. pomona). The histories of eight pa- 
tients are presented in whom ocular symptoms developed, during 
infection with L. canicola in three cases, L. pomona in four 
cases and L. australis in one case. Six of the patients had irido- 
cyclitis and two had temporary papilledema. It is assumed that 
the papilledema was directly connected with the meningitic 
process that characterized the leptospirosis. The iridocyclitis 
that develops in the course of leptospirosis may be either a 
benign form, which heals without sequelae and causes only 
slight opacities in the vitreous humor, or a more serious form, 
which is resistant to treatment, causes a great decrease in visual 
acuity and generally causes a characteristic membranelike 
opacity in the vitreous. One of the eight patients here reviewed 
had four successive attacks of iridocyclitis in the course of 18 
months. As far as the authors were able to ascertain, this was 
the first case of this type that occurred in connection with 
leptospirosis. They also concluded that the severe forms of 
leptospiroses were the ones most likely to produce ocular symp- 
toms. On the other hand, there was apparently no connection 
between the occurrence of ocular symptoms and the type of 
Leptospira. 


Corneal Dystrophy and Cataract After Thyroidect Severe 
tetany developed in a woman aged 55, who had been subjected 
to thyroidectomy on account of toxic goiter. Her blood calcium 
content decreased to 8 mg. per cent, and she had tetanic attacks. 
Tetanic cataracts became evident six months after operation, 
and somewhat later parenchymatous opacities of the cornea 
developed in both eyes with the characteristics of an epithelial 
corneal dystrophy. Whereas the lenticular opacities were prob- 
ably the result of lesions of the parathyroids, the inflammation 
of the cornea was presumably caused by lesions of the thyroid, 
parathyroids, and cervical sympathetics and by sympathetic 
changes incident to the menopause. 
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Lancet, London 
1:481-538 (March 3) 1951 
Theory = Cerebral Localisation. W. Gooddy and W. McKissock. 


*Role Py , Oe in Production of Renal and Cardiovascular Damage 
by Anterior Pituitary Preparations. H. Selye.—p. 483. 

*Female Carrier of Haemophilia: Clinical and Laboratory Study. C. 
Merskey and R. G. Macfarlane.—p. 487. 

Effect of Aminophylline in Emphysema. A. G. W. Whitfield, W. M. 
Arnott and J. A. H. Waterhouse.—p. 490. 

Production of Hypochlorhydria by Beta emg of Stomach. D. M. 
Douglas, W. R. Ghent and S. Rowlands.—p. 

Neurological Complications of Undulant Fever: Clinicat Picture. A. 
Nelson-Jones.—p. 495. 

Local and General Treatment of Acute Extensive Burns: Open-Air 
Régime. T. G. Blocker Jr.—p. 498. 

Exposure Treatment of Burns. A. B. Wallace.—p. 501. 

Alkali-Dissolved Diphtheria Toxoid-Antitoxin Floccules Adsorbed on 
Aluminum Carriers: Immunisation of Adults. J. H. Mason.—p. 504. 
Cumulative Action of Decamethonium Iodine. C. T. Barry, J. Straton 

and A. R. Sutherland.—p. 507. 
Trial of Tween 80 in Patients with Loss of Weight After Partial Gas- 
trectomy. J. Badenoch, S. C. Truelove and J. N. Ward-McQuaid. 


Chloride. M. W. W. Wood. 

Use of Transparent Film Envelopes for Syringe Service. J. E. Mc- 
Cartney.—p. 509. 

Streptomycin in Postdysenteric Arthritis. R. N. Chaudhuri, H. Chakra- 
varti and M. N. Rai Chaudhuri.—p. 510. 


Adrenals in Collagen Disease.—Simultaneous treatment with 
lyophilized anterior pituitary. and cortisone produces the picture 
of “collagen disease” or “hyalinosis” in the rat, characterized 
by eventually fatal malignant nephrosclerosis with myocarditis 
(resembling that seen in acute rheumatic fever) and periarteritis 
nodosa. Adrenalectomy completely prevents these renal and 
cardiovascular lesions. It is concluded that the active factor in 
lyophilized anterior pituitary exerts its principal toxic effects 
only in the presence of functioning adrenal tissue. The so-called 
growth hormone, or somatotropic hormone, accurately repro- 
duces the hyalinosis syndrome caused by lyophilized anterior 
pituitary. This effect of somatrotropic hormone can be inhibited 
by cortisone but only under conditions that permit the latter 
to induce pronounced adrenocortical atrophy. Cortisone fails 
to cause adrenal involution in rats treated with lyophilized 
anterior pituitary, since the latter is rich in pituitary adreno- 
corticotropic hormone. This agrees with the view that lyophil- 
ized anterior pituitary preparation causes hyalinosis by virtue 
of the somatotropic hormone it contains and that the patho- 
genicity of somatotropic hormone depends largely on the func- 
tional capacity of the adrenal cortex. In many respects pituitary 
adrenocorticotropic hormone and the glucocorticoids (such as 
cortisone), on the one hand, and somatotropic hormone and the 
mineralocorticoids (such as desoxycorticosterone), on the other, 
have diametrically opposed effects. Hence, the requirements for 
pituitary adrenocorticotropic hormone or cortisone in clinical 
medicine are probably also largely dependent on the presence 
of somatotropic hormone and of mineralocorticoids in the 
organism. 


Female Carrier of Hemophilia.—A clinical and laboratory study 
of the female carrier of hemophilia was made in an attempt to 
confirm the claims that a demonstrable coagulation defect exists 
in these women. The carriers, as a group, were more liable to 
abnormal hemorrhage, especially after tooth extraction. Occa- 
sional abnormal results were also obtained with laboratory tests 
for coagulation time and prothrombin consumption during 
coagulation. These results were too indefinite and inconsistent 
to be of diagnostic value. The methods at present available for 
measuring the efficiency of blood coagulation do not seem to be 
sensitive enough to unmask the relatively slight defect that may 
be present in the female carrier of hemophilia. In no case in 
the female carrier group did the clinical history and laboratory 
observations bear more than a superficial resemblance to hemo- 
philia in the male. In view of the abnormalities found in some 
of these carriers it is hoped that future work may reveal some 
constant characteristic that will allow their recognition in 
early iife. 


—p. 508. 
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1:105-136 (Jan. 20) 1951. Partial Index 


*Aetiology of Diabetes Mellitus. E. Downie.—p. 110. 

Pathological Aspects of Diabetes. W. E. King.—p. 113. ° 

Why Diet the Diabetic? B. Hunt.—p. 114. 

Diabetic Prevalence in New South Wales. H. O. Lancaster.—p. 117. 

Anti-Insulin Factor in Plasma of Diabetic Patients. J. Bornstein and 
P. Trewhella.—p. 119. 


1:137-172 (Jan. 27) 1951. 


Nursery Infections. K. Campbell.—p. 138. 

Ovarian Pregnancy, with Report of Case. J. Nattrass.—p. 142. ‘ 

Methaemoglobinaemia Resulting from Poisoning in Children. W. B. 
Macdonald.—p. 145. 


Etiology of Diabetes Mellitus.—The etiology of diabetes mel- 
litus presents a number of complicated problems. The isolation 
of insulin, apart from its incalculable value in clinical medi- 
cine, stimulated a large amount of clinical and experimental 
work, which is now turning opinion away from Allen’s concept 
of the primarily pancreatic origin of diabetes and even from the 
idea that it is a single disease entity. Autopsy material from 
patients who have died from diabetes has failed to show char- 
acteristic changes in the islet cells in many instances. Diabetes 
seldom occurs either during the course of or as a sequel to acute 
pancreatitis. Assays of the insulin content of the pancreas from 
diabetics have on occasion yielded normal values. Downie con- 
cludes that the experience of the past 30 years has swung medi- 
cal thought and opinion away from the view that diabetes arises 
as a result of a primary pancreatic deficiency. The one essential 
feature of diabetes mellitus is hyperglycemia, which may arise, 
at least in some instances, from increased utilization, destruc- 
tion, or inhibition of insulin rather than from a primary de- 
crease in its production. Much remains to be discovered, but at 
present diabetes mellitus is better regarded as a symptom com- 
plex resulting from any of several causes than as a disease 
sui generis. 


1:173-208 (Feb. 3) 1951. Partial Index 
Systemic Mycosis Due to Monilia Albicans. J. V. Duhig and M. Mead. 
—p. 179. 


Partial Index 


Effect oe Minute Preliminary Doses of Methyicholanthrene upon Sub- 
sequent Carcinogenic Doses in Mice. C. P. O’Flynn.—p. 182. 
Changing Place of Caesarean Section. J. W. Johnstone.—p. 188. 


3209-244 (Feb. 10) 1951. Partial Index 


Intrauterine Foetal Abnormalities. D. G. Maitland.—p. 214. 

Cutaneous Melanoma. D. Yeates.—p. 215. 

Arteriosclerosis Obliterans Involving Upper Limbs: Case Report. P. 
Rundle.—p. 224. 

Polyradiculoneuritis in a Child. D. C. Henchman,.—p. 225. 


1:245-280 (Feb. 17) 1951 


“Destruction and Death: Can We Apply the Brake?’ R. Southby. 
—p. 245. 

Acute Anterior Poliomyelitis. S. G. Bradfield.—p. 250. 

Treatment of Anterior Poliomyelitis. W. D. Sturrock.—p. 252. 

Some Problems in General Practice. L. Hurley.—p. 254. 

Cysts and Diverticula in Region of Caecum, with Report of Two Cases. 
K. V. Smith.—p. 259. 


1:281-316 (Feb. 24) 1951 


Some Medical Aspects of Atomic Warfare. S. R. Burston.—p. 281. 

Recent Advances in Rheumatology, Physical Medicine and Rehabilita- 
tion. P. Alpers.—p. 286. 

Preventive Orthopaedics and the Physiotherapist. J. Macnamara.—p. 293 

Some Observations on Undergraduate Training in Obstetrics and 
Gynaecology. G. S. Adam.—p. 298. 

Study of Significance of Rh Antibody Titration During Pregnancy. 
B. J. Arnold, R. J. Walsh and R. Herzger.—p. 301. 


Medizinische Klinik, Munich 
46:289-316 (March 9) 1951. Partial Index 
Sympathetic Functions of Children with Tuberculous Meningitis Dur- 
ing and After Treatment with Streptomycin, Thiosemicarbazone and 
Paraaminosalicylic Acid. W. Leuterer and G. Luft.—p. 289. 
Ultrasonics in Differential Diagnosis and Its Action on Sympathetic 
Nervous System. H. Book.—p. 294. 
*Experience with Aureomycin in Urinary Infections. A. Brettler.—p. 297. 
Treatment of Streptomycin-Induced Eczema. H. A. Oerleke.—p. 302. 
Legal Aspects of Medical Licensure. F. Neukamp.—p. 303. 


Aureomycin in Urinary Infecti Aureomycin has a wide 
therapeutic spectrum in that it is active against a large number 
of gram-positive as well as gram-negative organisms. Its im- 
portance in urologic therapy is due to the fact that it is active 
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against gram-negative organisms of the coliaerogenes group. 
During prolonged treatment with aureomycin these organisms 
do not show a tendency to become resistant as is the case dur- 
ing treatment with penicillin and streptomycin. Aureomycin is 
almost nontoxic; daily oral doses of from 25 to 50 mg. and even 
up to 300 mg. per kilogram of body weight are tolerated. It has 
no harmful effects on liver function, hematopoiesis, metabolism, 
or nervous functions. Nausea, vomiting, and a sensation of pres- 
sure in the upper abdomen are occasionally observed. The his- 
tories are presented of several patients who had urinary infection 
and who were treated with aureomycin. Most of these patients 
could be discharged with sterile urine; their fever rapidly sub- 
sided, and duration of treatment and of hospitalization was short- 
ened. Control examinations in two patients one month later 
revealed that the urine was still sterile. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 


95:333-428 (Feb. 3) 1951 


Benign Acute Pericarditis. A. C. M. Lips and A. Kooman.—p. 363. 

Protoporphyrin Content of Red Blood Corpuscles in Diagnosis of 
Anemia. C. D. de Langen.—p. 368. 

*Cause of Hemorrhages During Treatment with Aminopterin. S. van 
Creveld, M. M. P. Paulssen and S. K. Teng.—p. 374. 

*Mercury Poisoning as Cause of Acrodynia. H. J. Peters.—p. 378. 


Cause of Hemorrhages During Use of Aminopterin.—Since van 
Creveld and his associates were unable Dye explain the hemor- 
rhages occurring in patients receiving 4 teroy 

acid (aminopterin) for leukemia or other diseases on the basis 
of changes in the blood platelets or heparinlike substances, they 
investigated other factors that play a part in coagulation, par- 
ticularly the Ac-globulin (accelerator globulin). Their studies 
in two patients indicated that a decrease in this clotting factor 
is probably responsible for the hemorrhages that frequently oc- 
cur during treatment of leukemia with aminopterin. 


Mercury Poisoning as Cause of Acrodynia.—In the 2 year old 
boy whose case is reperted acrodynia developed as the result 
of treatment with mild mercurous chloride (calomel). Patch tests 
proved hypersensitivity to mercury, and the urine contained 
large amounts of mercury. The symptoms of acrodynia sub- 
sided following treatment with dimercaprol (BAL). The author 
cites several other reports from the literature in which children 
in whom acrodynia developed following treatment with mer- 
cury preparations were effectively treated with dimercaprol. 


95:429-496 (Feb. 10) 1951. Partial Index 


Testosterone Propionate for Palliative Treatment of Patients with 
Metastases of Carcinoma of Breast. A. Hofmans.—p. 437. 

*Genital Tuberculosis in Women. L. I. Swaab.—p. 442. 

*Pulmonary Changes in Brucellosis. N. G. M. Orie and E. H. van 
Embden Andres.—p. 447. 

Megaloblastic Anemia in Presence of Intestinal Strictures and Anasto- 
moses. M. C. Verloop and E. Florijn.—p. 454. 


Genital Tuberculosis in Women.—Tuberculosis of the female 
genitalia usually develops by the hematogenic route from foci 
in other organs; the uterine tubes are nearly always involved, 
whereas the ovaries are involved in only about a third of the 
cases and the uterus (endometrium) in from one-half to three- 
fourths of the cases. Clinically, tuberculous salpingitis does not 
differ from other forms of adnexitis. Of the various methods 
used to establish the definite nature of the adnexitis, curettage 
is the one most widely used, although exploratory laparotomy, 
salpingography, and culdoscopy are also occasionally employed. 
Curettage is occasionally followed by exacerbation of the tuber- 
culous process, and a case is cited to illustrate this. Inoculation 
of menstrual blood into guinea pigs is a harmless method, which 
can be valuable in establishing the tuberculous nature of sal- 
pingitis, as is demonstrated by a case report. Paraaminosalicylic 
acid seemed to be of no particular value in tuberculous 
salpingitis. 


Pulmonary Changes in Brucellosis——A man, 24, had pulmonary 
symptoms and roentgenologic signs of pulmonary involvement. 
He had had contact with cattle infected with brucellosis, and 
his pulmonary symptoms could be traced to no other cause than 
the brucellosis. This case induced the authors to investigate the 
occurrence of pulmonary changes in nine other cases of brucel- 
lois in their records. In six of these cases cough was an im- 
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portant symptom. There was also another case in which 
roentgenologic evidence of pulmonary changes was mentioned. 
“Atypical pneumonia” is fairly frequent in brucellosis, and 
hemoptysis also is not uncommon in this disease. 


Nordisk Medicin, Stockholm 
45:117-152 (Jan. 24) 1951. Partial Index 


Metabolism of Glutamine and Glutamic Acid: Relations in Nervous 
Tissue and in Psychiatric Affections. P. Astrup and I. Munkvad. 
—p. 117. 

Duration of BCG Allergy. T. Gedde-Dahl.—p. 122. 

Tuberculous Apical Fibrosis. T. W. Aas.—p. 125. 

*Pneumoperitoneum. O. K. Thomassen.—p. 127. 

Culture of Tubercle Bacilli: Comparison Between Culture from Laryn- 
geal Swabbings and Gastric Lavage. A. Gilje.—p. 129. 

Papillary Cystadenoma in Parotid Gland. H. V. A. Heikel.—p. 135. 


De 24 


P From the preliminary results of pneumo- 
peritoneum in 34 patients with pulmonary tuberculosis having 
cavities in the basal portions of the lungs, Thomassen believes 
that pneumoperitoneum is more valuable in such cases than 
pneumothorax and recommends that it be tried before more 
extensive surgical interventions, such as total thoracoplasty and 
lobectomy, are resorted to. 


Paris Médical 
41:157-176 (March 24) 1951. Partial Index 
Diseases of Respiratory Apparatus in 1951. M. Bariéty and R. Lesobre. 
—p. 157. 


*Objective Results of Treatment with Streptomycin in 1,000 Cases of 
Pulmonary Tuberculosis in Adults. C. C. Mattei.—p. 163. 


Streptomycin in Pulmonary Tuberculosis.—This is a report on 
1,000 adults with pulmonary tuberculosis treated with strepto- 
mycin during the last four years. Two grams of the drug daily 
were administered intramuscularly in six divided doses. A total 
dose of 250 to 400 gm. proved effective in patients with fibro- 
caseous or caseating lesions and a total dose of 600 to 800 gm. 
was effective in patients with miliary tuberculosis. Combined 
penicillin and streptomycin were given to patients with hectic 
fever and with large open and secondarily infected lesions. Treat- 
ment was discontinued 20 days after temperature was restored 
to normal but was reinstituted 10 days before the institution 
of pneumothorax or surgical intervention and continued for 10 
days thereafter. Preoperative treatment with streptomycin re- 
quired an average total dose of 60 to 100 gm., and maintenance 
treatment then required about 250 to 400 gm. Toxic reactions 
to the drug were not observed, except for a transient morbilli- 
form eruption about the ninth day of treatment and the occa- 
sional occurrence of eczema (five cases per thousand). Deafness 
lasting six months and then disappearing completely occurred 
in only one patient. Three patients had temporary vertigo. Benign 
icterus occurred in 80 male patients after the administration of 
more than 200 gm. of the drug. This untoward reaction was not 
observed when dihydrostreptomycin was used. Streptomycin 
resistance ef certain strains of Koch’s bacillus was observed in 
vitro, but clinical resistance was negligible. Patients who already 
had received total doses of 150, 200, 400, and 800 gm. during 
a first course of treatment with streptomycin with excellent 
results were benefited to the same extent by a second course of 
the drug. Rapid defervescence and clearing of the pulmonary 
fields in patients with acute miliary tuberculosis was spectacular 
but often only temporary. Rapid clearing of the lungs in these 
patients was an unfavorable prognostic sign, since 40 of 130 
died even though treatment was not discontinued prematurely. 
In patients with miliary tuberculosis who recovered, clearing of 
the lungs required at least three months. Highly satisfactory 
permanent results were obtained in 32 of 60 patients with gen- 
eralized extensive bronchopneumonia. Streptomycin therapy 
made it possible to extend the indications for collapse therapy 
and to improve and accelerate its results. In patients with 
bilateral pulmonary tuberculosis, streptomycin therapy made 
possible effective collapse therapy on the less involved side. Com- 
bined treatment with penicillin and streptomycin reduced the 
size of the cavities by one third or more in 40% of 650 patients 
in whom collapse therapy was not feasible, by one half or more 
in 25% of these patients, and caused the cavities to disappear 
completely in 15% of these patients. 6 
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166:107-208 (Feb.) 1951. 


Induction of Labour. M. Fairlie —p. 111. 

Treatment of Threatened Abortion. J. Stallworthy.—p. 118. 
—_—ae and Treatment of Toxaemias of Pregnancy. K. Bowes. 
The Elderly Primigravida. E. W. L. Thompson.—p. 133. 

Care of the Diabetic Expectant Mother. J. H. Peel.—p. 143. 

Obstetric Anaesthesia. E. A. Pask.—p. 149. 

Air Transport of Pregnant Women. H. E. Whittingham.—p. 156. 
Approach to Surgery and Anaesthesia in Old Age. T. N. Rudd.—p. 159. 


Partial Index 


Progres Médical, Paris 
79:105-136 (March 10) 1951. Partial Index 
*Amicrobic Urethritis of Venereal Origin in Men: Its Treatment with 
Chloromycetin. J. Tissot.—p. 107. 

Amicrobic Urethritis in Men.—While highly satisfactory, per- 
manent results may be obtained with penicillin in gonccoccic 
infections of the urethra in male patients, there has been in 
France an increased incidence of amicrobic urethritis in men 
that proved resistant to penicillin and sulfonamide compounds. 
This type of urethritis was described by Waelsch in 1901, and 
Harkness recently insisted that this infection is caused by a 
virus. Seventeen men with amicrobic urethritis, associated with 
prostatitis in three and with epididymitis in one, were treated 
with a French brand of chloramphenicol (tifomycine). A dose 
of 1.50 gm. was given daily by mouth in six divided doses, one 
tablet of 0.25 gm. every three to four hours. The drug was well 
tolerated. Treatment was continued for four to six days accord- 
ing to the localization of the condition and its duration before 
treatment was instituted. All the patients made a complete re- 
covery, but local treatment may occasionally be necessary. 


Revista Argentina de Reumatologia, Buenos Aires 


15:224-246 (Feb.) 1951. Partial Index 


*Treatment of Rheumatic Fever with Rutin and Ascorbic Acid. M. 
Schnir.—p. 232. 


Treatment of Rheumatic Fever.—Schnir administered rutin and 
ascorbic acid to 15 patients of either sex between the ages of 
10 and 60 with rheumatic fever. Four patients were seen during 
the first month in the first attack of the disease. They had nor- 
mal hearts. Eleven patients were seen during a recurrence of 
rheumatic fever. The number of recurrences in these patients 
varied between one and six. Ten of the patients had a cardiac 
lesion that was clinically and/or roentgenologically demon- 
strated. Rutin was given every four hours in five fractional doses 
varying from 60 to 250 mg. each. Ascorbic acid was given in 
two fractional doses of 250 or 500 mg. morning and night. The 
total dose of rutin varied between 5 and 60 gm. The total dose 
of ascorbic acid varied between 8 and 60 gm. Cure was ob- 
tained in all patients, as manifested by control of fever and 
of cutaneous, visceral, and articular symptoms, reduction of the 
erythrocyte sedimentation rate, and stabilization or disappear- 
ance of clinical, roentgenologic, and electrocardiographic evi- 
dence of cardiac disease. Within the first three months after 
discontinuation of treatment the patients had a recurrence that 
was controlled by repeated treatment up to a total dose of 500 
mg. of rutin and 500 mg. of ascorbic acid. Rutin and ascorbic 
acid are not followed by toxic reactions or unpleasant late re- 
sults. The substances potentiate the effect of each other, diminish 
the permeability of the tissues, and act favorably on the heart 
disease. 


Schweizerische medizinische Wochenschrift, Basel 
$1:247-270 (March 17) 1951. Partial Index 


Differential Diagnosis of Transient Infiltrations of Lungs with Increase 
of Eosinophilic Leukocytes in the Blood (Lé6ffler’s Syndrome). A. F. 
Essellier and B. J. Koszewski.—p. 247. 

*Intrathoracic Endoscopic Exeresis of Splanchnic Nerve in Patients with 
Gastroduodenal Ulcer. H. Picard. 250. 

“Intravenous Administration of Paraaminosalicylic Acid (PAS). F. Am- 
berg.—p. 255. 


Exeresis of Nerve in Gastroduodenal Ulcer.—Ex- 
tensive exeresis of the splanchnic nerve down to and below the 


diaphragm was performed on 29 patients in whom a simple 
gastric or duodenal ulcer had been demonstrated on roentgeno- 
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logic examination. Patients with indolent ulcers were excluded. 
After the production of a moderate pneumothorax, roentgen 
examination was done so that it might be ascertained whether 
the layers of the pleura were free. With the patient under local 
anesthesia and with the aid of a trocar, the thoracoscope then 
was pushed into the pleural cavity, within the anterior to median 
axillary line through the fifth to the sixth intercostal space. 
The entire course of the sympathetic nerve and the branching 
off of both the splanchnic nerves could be seen in the posterior 
thoracic cavity. A simple device, consisting of a bicycle spoke 
whose end had been bent at an angle of 130 degrees and ground 
to a point, was inserted with the aid of a second trocar puncture. 
A slight incision was made easily in the pleura, and the 
splanchnic nerve was wound around the point of the spoke. The 
patient felt a characteristic pain in the gastric region on either 
the left or the right side, and microscopic examination of the 
removed nerve provided additional proof that the proper nerve 
had been removed. After the intervention the patients were fol- 
.lowed up for five to 21 months. All the patients had immediate 
pain relief. Some had vomited seven to eight times a day before 
the intervention. No vomiting occurred after the intervention. 
Increases in weight up to 40 pounds (19 kg.) were observed 
within one year. All patients were placed on a normal diet and 
remained free of complaints. Ten days to six weeks after the 
intervention the ulcer niche could no longer be demonstrated 
on roentgenological examination. The regular presence of two 
to three myelinated fibers was revealed by systematic examina- 
tion of the removed splanchnic nerve, and thus again physio- 
logical proof was provided of the presence of vagus fibers in 
the splanchnic nerve. An alternate functional play between the 
apparently antagonistic systems of vagus and sympathetic nerve 
is suggested. Overstimulation of the sensitive sympathetic nerve 
in connection with emotion causes secondary stimulation of the 
vagus. The splanchnicectomy eliminates pain, and thus the 
stimulating impulses from the center to the neuromotor-secre- 
tory system of the vagus are abolished. 


Intravenous Administration of Paraaminosalicylic Acid.—Con- 
tinuous intravenous drip of paraaminosalicylic acid solution has 
been used satisfactorily for the treatment of tuberculous men- 
ingitis. Intermittent intravenous administration of a solution 
of sodium paraaminosalicylic acid in distilled water was used 
in the treatment of 40 tuberculous patients, in 14 of them before 
and after excision of the lung or decortication, in nine during 
acute exudative tuberculosis of the pleura, in seven following 
recent hematogenous or bronchogenous dissemination and in 10 
after pneumonolysis or plastic operations. Every day for 10 to 
12 days 500 cc. of a 4% solution were administered slowly 
(30 drops per minute) within 3 to 5% hours. The advantage of 
the intravenous over the oral administration of paraamino- 
salicylic acid consists in the high concentration of the drug in 
the blood and in its independence of the gastrointestinal tract. 
The drug was well tolerated. Nausea, vertigo or tendency to 
collapse were observed only if the solution was administered 
in less than three hours. The prothrombin time did not diminish, 
and the incidence of distant thrombosis was not increased. Intra- 
venous administration of paraaminosalicylic acid has proved 
particularly valuable after extensive surgical procedures on the 
lungs, because the site of the operation is constantly washed 
by a pleural exudate containing large amounts of the drug. With 
a Single daily intravenous infusion of the drug an effective con- 
centration was obtained in the pleural exudate of patients with 
tuberculosis of the pleura, thus making repeated intrathoracic 
injections of irritating hypertonic solution unnecessary. Massive 
hematogenous dissemination was controlled with six intravenous 
infusions of 20 gm. of paraaminosalicylic acid combined with 
penicillin and sulfamethazine. Patients who hardly responded 
to the oral administration of the drug responded well to inter- 
mittent intravenous administration. This method proved par- 
ticularly effective in those cases in which a most intensive 
bacteriostasis had to be obtained over a short period. Intermit- 
tent intravenous administration of paraaminosalicylic acid 
should be combined with streptomycin therapy whenever 
possible. 
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Semaine des Hopitaux de Paris 


27:753-786 (March 6) 1951. Partial Index 


*Transmission of Malaria. J. Lebon and G. Senevet.—p. 753. 
Treatment of Acute Malaria. J. Lebon and M. Fabregoule.—p. 755. 


Transmission of Malaria.—Malaria may be transmitted not only 
by the bites of infected mosquitoes but also by blood trans- 
fusion, contaminated hypodermic syringes, and prenatally. The 
possibility of the passage of plasmodia from the mother to the 
fetus is to be considered as established by the demonstration 
of plasmodia in the blood of the umbilical cord or in the organs 
of a newborn infant. Further proof of this mode of transmis- 
sion has been provided by the occurrence of attacks of malaria 
in newborn infants several days after birth in countries in which 
malaria is not endemic. Transmission of malaria by blood trans- 
fusion may be intentional, as in fever therapy. Involuntary inocu- 
lation by blood transfusions, on the contrary, is a regrettable 
complication, which may be prevented by blood tests performed 
on the donors before the transfusion, although it must be ad- 
mitted that often parasites could not be demonstrated even in 
thick films obtained from donors with malaria. Plasmodium 
malariae was the pathogenic agent observed most frequently 
by occidental authors in cases of this type. It seems that the risk 
of transmission has not been reduced by the use of preserved 
blood because of the maintained vitality of the plasmodia. More 
than 200 cases of transmission of malaria by contaminated hypo- 
dermic syringes, 47 of them fatal, have been listed in world 
literature. The authors emphasize the great sensitivity to the 
malarial parasites, and particularly to P. falciparum, of the 
persons to whom the disease has been transmitted in this way. 
The mortality rate is to be considered 20 times higher than in 
other patients. Recent investigations on “normal” transmission 
of malaria by bites of infected mosquitoes revealed that P. vivax 
may be transmitted to man more easily than P. falciparum and 
the latter more easily than P. malariae. P. vivax within the 
mosquito does not suffer from low temperatures during the 
night, and that partly explains the exclusiveness of this para- 
site in spring and its distribution as far as to the 60th northern 
parallel. The sporogenic cycle of P. falciparum does not occur 
at a nocturnal temperature below 16 C., and, therefore, except 
for the tropics, it is limited to several weeks or months of sum- 
mer in the temperate zone. P. malariae develops only in a small 
number of anopheles. The life cycle of P. vivax requires 15 to 
18 days, that of P. falciparum 18 to 20 days, and that of P. 
malariae 31 days. The anopheles, although it may be a carrier 
of plasmodia, will transmit them to man only if the sporozoites 
are living and capable of development in man. 


Ugeskrift for Laeger, Copenhagen 
113:223-252 (Feb. 22) 1951. Partial Index 


*Clinical Experiences with ACTH Treatment in Certain Skin Diseases. 
H. Brodthagen, F. Reymann and M. Schwartz.—p. 223. 

Plastic Pyelourcteral Operation in Hydronephrosis. P. Fogh-Andersen. 
—p. 2 

Three Cases of Peroneal Paralysis (Charcot-Marie-Tooth Type) 
in Siblings. O. @stergaard Jensen.—p. 229. 


Clinical Experiences with ACTH in Certain Skin Diseases.—The 
authors state that their experiences to date allow no definite con- 
clusions as to the field of indication for pituitary adrenocortico- 
tropic hormone (ACTH). The effect of the substance in pem- 
phigus patients calls for further trial; one patient with pemphigus 
vegetans is symptom-free two months after treatment, and a sec- 
ond patient, with pemphigus vulgaris, had a recurrence a few 
days after a month’s treatment. In psoriasis the results are dis- 
couraging, but investigations will be continued, especially with 
regard to acute erythroderma. Transitory improvement was seen 
in a patient with exfoliative erythroderma and moderate im- 
provement in one of two patients with scleroderma diffusa. A 
patient with periarteritis nodosa is unimproved despite prolonged 
treatment. 
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General Psychotherapy: Dynamics and Procedures. By D. Ewen 
Cameron, M.D., D.P.M., F.R.C.P., Professor of Psychiatry, McGill 
University, Montreal. Cloth. $5. Pp. 304. Grune & Stratton, 381 Fourth 
Ave., New York 16, 1950. 


The author has had extensive experience in treating patients, 
as well as in teaching students in psychotherapeutic technics. 
The book is an outstanding example of organization and sys- 
tematic presentation of a subject that is generally difficult to 
reduce to a workable classification. The author’s viewpoint is 
not primarily that of the orthodox ego-psychiatrist, but is highly 
colored by a mechanistic behavioristic point of view with em- 
phasis on conditioning as a most potent factor in determination 
of human reactions. 

The author starts with five basic premises regarding human 
behavior. These are as follows: (1) that the organism seeks a 
point of equilibrium between itself and its environment (home- 
ostasis); (2) that the person is incomplete and must therefore 
seek completion in relation with others; (3) that the organism 
responds as a whole to any stimulus no matter where applied; 
(4) that concepts of causality or event sequences must be 
broadened in order to understand human behavior, and (5) that 
the problems of behavior are relative to the social and cultural 
environment of the person. 

In speaking of the dynamics of psychotherapy, the author 
reduces the whole structure of psychotherapy to three pivotal 
concepts that are based on the preceding premises, and that deal 
with normalization and adaptability of the nonunitary organism. 
There is a detailed discussion of the dynamics of psychotherapy 
and, finally, of the technics of psychotherapy, illustrated with 
excerpts from tape recordings, which are extensively used by 
the author. The sections on integrative and directive psycho- 
therapy are well written, logical, and complete. There is an 
informative chapter on the use of adjuvants of psychotherapy, 
as well as excellent chapters on group and nursing psycho- 
therapy. 

The book is extremely well written and follows a literary style 
with a logical clear presentation of the material. The printing 
and format are of good quality. The book should be valuable not 
only to the general practitioner who is seeking a short intro- 
duction to psychotherapy, but also to the teacher of psychiatry 
who is seeking an organized logical presentation of the subject. 
There are, naturally, statements by the author that are of a 
controversial nature, but on the whole the book can be recom- 
mended as being one of the best, concise textbooks on psycho- 
therapy. 


Psychosurgery in the Treatment of Mental Disorders and Intractable 
Pain. By Walter Freeman, M.D., Ph.D., F.A.C.P., Professor of Neurology, 
George Washington University, Washington, D. C., and James W. Watts, 
M.D., F.A.C.S.. F.1.C.S., Professor of Neurological Surgery, George 
Washington University, Washington, D. C. Second edition. Cloth. $10.50. 
Pp. 598, with 156 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; The Ryerson Press, 299 Queen St., W 
Toronto 2B, 1950. 


This edition of this monograph on psychosurgery is greatly 
enlarged over the first edition, which appeared in 1942. The 
authors’ experience with the treatment of mental illnesses by 
surgery on the frontal lobes has been greatly extended. Only 80 
patients had been operated on at the time of their first edition. 
They now have performed frontal lobotomy on 617 patients and 
transorbital lobotomy on 262 patients. 

In the interval between the publication of the two editions of 
this monograph, various new techniques of psychosurgery have 
been devised, and operations on the frontal lobes have been used 
in the treatment of patients with intractable pain. The new tech- 
niques of removal of selected areas of the frontal cortex 
(topectomy), undercutting of the frontal cortex, thalamotomy, 
and open frontal lobotomy are discussed briefly. The authors 
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have continued to use their original technique of frontal lobot- 
omy. One of the authors, Dr. Freeman, has performed the 
majority of the transorbital operations. Dr. Watts expresses 
the opinion that any procedure involving cutting of brain tissue 
is a major surgical operation and should be performed only by 
those schooled in neurosurgical techniques, and that disability 
should constitute the indication for transorbital lobotomy, as 
well as for other types of psychosurgery. 

The monograph is well written. Abstracts of case histories 
are scattered throughout the text. These, together with the 
numerous illustrations and tables, add greatly to its value. There 
are several hundred references to the important publications 
that have appeared on the subject since 1942. There is a brief. 
but adequate index. 

The authors have performed a monumental task in following 
the nearly 1,000 patients who have been subjected to operation. 
The operative procedures, management of the patient in the 
immediate postoperative period, and the treatment after dis- 
charge from the hospital are considered in detail. The final re- 
sults, grouped according to diagnostic categories, are discussed 
fully and also presented in tabular form. Complications of the 
operations, fatalities, and unfavorable sequelae are discussed 
fully. Possible reasons for failure of the operations are con- 
sidered, as well as the factors that are of importance in the 
determination of whether the operation is indicated and whether 
it is likely to be successful. 

Psychosurgery is still a controversial subject. Ardent advocates 
and antagonists are still debating the subject. The final role of 
psychosurgery in the treatment of mental illnesses and in the 
relief of intractable pain has not been definitely settled. This 
edition of this monograph by the two physicians who have pio- 
neered this work in this country and who have had the greatest 
experience in this field will always be a milestone and will serve 
as a guide to others who are seeking an ultimate solution to the 
problem. 


Nitrous Oxide-Oxygen Anesthesia. By F. W. Clement, M.D. Third 
edition. Cloth. $6.50. Pp. 369, with 129 illustrations. Lea & Febiger, 600 
S. Washington Sq., Philadelphia 6, 1951. 


The author is widely known as an authority on the subject 
because of his work and teaching. Nitrous oxide anesthesia is 
thoroughly discussed from the standpoint of pharmacology, 
physiology, and practical administration. The signs of anesthesia, 
the techniques of administration, and the dangers incident to the 
administration of anesthesia are clearly presented. 

This edition has been considerably enlarged, and there is a 
more detailed discussion of important factors in the adminis- 
tration of nitrous oxide anesthesia. A chapter is devoted to the 
use of curare, and there is a discussion of the use of other anes- 
thetic agents as a supplement to nitrous oxide. Because of the 
widespread interest in and use of combinations of nitrous oxide, 
curare, and thiopental (pentothal®) sodium, considerably more 
space might have been allotted to a discussion of this form of 
combined anesthesia. The characteristics of nitrous oxide anes- 
thesia, as presented in this volume, are so modified by the use of 
combinations of drugs that new descriptions are called for. 

This volume is also valuable, because it presents information 
on many subjects, other than nitrous oxide, of interest to the 
anesthesiologist. It discusses the classification of patients as to 
operative risk, premedication, and the causes, signs, and treat- 
ment of circulatory and respiratory disturbances during opera- 
tion. Endotracheal anesthesia and the technical features of 
anesthetic gas administration are described. The importance of 
oxygen and abnormalities in oxygen and carbon dioxide levels 
are discussed. Anesthesia for dental operations is very well 
presented. 

This volume is excellent because of its clarity of description 
and its wealth of detail. Some portions are primarily of histori- 
cal interest. The book should be read and studied by all persons 
who administer anesthetics. 
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Adsorption and Chromatography. By Harold Gomes Cassidy, Associate 
Professor in Chemistry, Yale University, New Haven. Volume V, Tech- 
nique of Organic Chemistry. Arnold Weissberger, editor. Cloth. $7. Pp. 
360, with illustrations. Interscience Publishers, Inc., 250 Sth Ave., New 
York 1; 2a Southampton Row, London, W.C.1, 1951. 

The stated objective of the book is to describe and explain 
by discussion of principles the various means by which adsorp- 
tion may be used in organic chemistry for the separation of 
mixtures. This purpose is admirably achieved in spite of the 
enormous quantity of work in this field that has been reported 
in the literature. Limiting his discussion to types of manipu- 
lations and the principles involved rather than giving detailed 
procedures for specific separations, the author has been able to 
indicate the wide applicability of adsorption to organic separa- 
tions. He has emphasized liquid-vapor, liquid-liquid, and liquid- 
solid interfaces, since they are of prime interest to the organic 
chemist. References to the literature on other interfaces are 
nevertheless given. Adsorbents, their properties and sources are 
discussed fully. Little discussion is included on biochemical im- 
plications, surface active agents, wetting, detergency, or indus- 
trial applications, although references to the literature are given 
where possible. 

The subject of adsorption in the separation of mixtures is of 
such great importance to the chemist and biochemist that even 
a mediocre treatise on the subject would generate considerable 
interest. A work as comprehensive and lucid as this one will 
unquestionably become an essential of any serious chemical 
library. 


Diarreas por deficiencia de la _ nutricién: y otros sindromes 
digestivo-anemicos similares. Por el Dr. Fernando Milanés Alvarez, pro- 
fesor de la Facultad de medicina de la Universidad de la Habana. Cloth. 
Pp. 329, with 39 illustrations. Editorial Libreria Selecta, O'Reilly 357, 
La Habana, 1950. 

In this volume, the author following a methodical order dis- 
cusses the clinical characteristics for identification of the diar- 
rheic syndromes due to deficiency of nutrition; its differential 
diagnosis with diarrheas not due to deficiency of nutrition; the 
importance of general information as to the habits of nutrition 
and pathological antecedents; the clinical aspect with symptoma- 
tology, subjective and objective, and the complementary labora- 
tory examinations; radiological and endoscopic studies, and 
biopsies. There is a chapter on the differential diagnosis of the 
different types of diarrheas due to deficient nutrition with its 
anatomical and histological pathology, physiopathology, and 
etiopathogenesis. Later there is a chapter dealing with evolution, 
complications, prognosis, treatment, prophylaxis, and rehabili- 
tation. 

The work presented is based on studies carried out in Cuba on 
Cuban patients who follow a type of nutrition that differs from 
that prevalent in this country because of economic and cli- 
matic conditions. Nevertheless, the principles are the same, and 
the conclusions should prove worth while to the practitioner and 
the specialist in the field. 

The language used throughout the book is Spanish, but at the 
end of the volume there is an extensive bibliography in which 
mention is made of numerous articles published in English. 
There are many illustrations, some in color, and numerous 
charts and statistics which complement the discussions. 


My Six Convicts: A Psychologist’s Three Years in Fort Leavenworth. 
By Donald Powell Wilson. Cloth. $3.50. Pp. 369. Rinehart & Company, 
Inc., 232 Madison Ave., New York 16, 1951. 

The author of this book is a professor of psychology. He was 
formerly at the University of Redlands and is now at Los 
Angeles State College. He was asked by the United States Public 
Health Service to undertake a research project in drug addiction 
and criminality at Fort Leavenworth Penitentiary and for three 
years devoted himself to the study which forms the basis of the 
present book. 

The book is written in seminarrative form. It is not a record 
of the research project, but is a “reminiscent impression of the 
humors, whimsies and tragedies” of his six convict assistants. 
It relates his winning the good will of the hardened and often 
vicious criminals, the obstacles he met, and the accomplishments. 
Although the names of the characters are fictitious, all the events 
he describes actually occurred. Just a few of these are the 
murder of a fellow convict under the very eyes of the guards, an 
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attempted prison break when the convicts saved the author’s life, 
and the time when a Negro convict hypnotized his guard, 
hanged himself with the guard’s belt, was declared dead by a 
physician, and came out of his three day trance on the autopsy 
table as the knife was poised over him. 

In addition, the book tells something of how a psychologist 
carries out his testing and the reasoning behind it. It also sup- 
plies information about penal conditions in this country. It con- 
tains both pathos and humor. Every page is good reading. 


The Low Fat, Low Cholesterol Diet: What to Eat and How to 

It. By E. Virginia Robbin, Senior Dietitian, E. V. Cowell Memorial Hospi- 
tal, University of California, Berkeley, and others. Introduction by Thomas 
P. Lyon, M.D., Research Associate in Medical Physics, Donner Laboratory, 
University of California, Berkeley, and John W. Gofman, Ph.D., M.D., 
Associate Professor of Medical Physics, Donner Laboratory, University 
of California, Berkeley. Cloth. $3.45. Pp. 371, with iilustrations. Double- 
day & Company, Inc., Garden City, New York; 14 W. 49th St., New 
York 20, 1951. 


The growing concern which has developed recently relative 
to the relation of cholesterol intake and metabolism to athero- 
sclerosis has created an unusual need for a reliable source of 
information about dietary sources of cholesterol and the prac- 
tical management of low cholesterol diets. This need has been 
admirably filled by the volume “The Low Fat, Low Cholesterol 
Diet” by Dobbin, Lyon, and Gofman. 

This book is written for both the physician and the layman 
by a group of capable dietitians and one physician. It is filled 
with useful information concerning the fat and cholesterol con- 
tent of various foods and with dozens of carefully prepared 
menus which are applicable to conditions of slight, moderate, 
or extreme dietary restriction of fat or cholesterol, or both. The 
exact manner of use of special purpose foods, the sources of 
such foods, and the actual recipes for their use in the diet are 
all included. Indeed, it is impossible to imagine any combination 
of dietary circumstances related to the main problem under 
consideration that is not covered in its practical aspects in this 
volume. No attempt has been made to produce a textbook on 
cholesterol metabolism or on the pathology or clinical aspects of 
arteriosclerosis. The appendix does contain, how-ver, a brief but 
reliable section on nutrition in general, sufficient for a considera- 
tion of the adequacy of special diets. 

There is no obvious criticism of the book itself, but in regard 
to the underlying philosophy on which it is based, it is justifiable 
to point out that the validity of low cholesterol, low fat diets as 
a practical means for control of the atherosclerotic process re- 
mains to be proved. On the basis of present evidence, the gene- 
tically determined manner of handling cholesterol by the 
metabolic machinery of the person probably is of far greater 
importance than the magnitude of the exogenous source of that 
steroid compound. If in the future some practical way is devised 
by which cholesterol ptible persons may be identified, then 
a practical volume of this sort will take on added meaning, for 
it is clear that certain persons will show a pronounced slowing 
of vascular cholesterol deposition when their intake of that 
substance is restricted. To many others it apparently makes little 
difference. It is impractical, even if scientifically sound, to at- 
tempt to change the dietary habits of a whole population, at 
least until the evidence is more persuasive. 

These considerations, however, do not detract from this excel- 
lent volume itself, and it is to be recommended without any 
qualifications to dietitians, physicians, and laymen who need 
dependable help in solving the practical problems of the low 
cholesterol diet. 


Allgemeine und anorganische Chemie: Ein einfaches Lehrbuch auf 
neuzeitlicher Grundlage. Von Gerold Schwarzenbach, Professor an der 
Universitat Ziirich. Fourth edition. Cloth. 21.60 marks; $5.15. Pp. 474, 
with 107 illustrations. Georg Thieme, Diemershaldenstrasse 47 (14a) 
Stuttgart O; agents for U. S. A.: Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16, 1950. 


This work seems to be simply and clearly written, well or- 
ganized, and adequately illustrated. It gives almost equal space 
to an exposition of modern chemical theory and a description of 
the elements and their common compounds. The material 
covered is more extensive and the treatment is more thorough 
than one might expect in American elementary textbooks. Unlike 
some foreign books, it is indexed adequately. 
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Elements of Bacterial Cytology. By Georges Knaysi, Professor of 
Bacteriology, Cornell University, New York. Second edition. Cloth. $5. 
Pp. 375, with 169 illustrations. Comstock Publishing Company, Inc., 124 
Roberts Place, Cornell Heights, Ithaca, New York, 1951. 


This edition of Professor Knaysi’s monograph, the first edition 
of which appeared in 1944, has been greatly expanded and re- 
vised to include new knowledge resulting from the current 
revival of activity in the cytology of microorganisms. The book 
can be recommended as indispensable background and reference 
reading for the serious and discriminating student of the sub- 
ject, whether he be a mature investigator or graduate student. 

Professor Knaysi’s book is not clinically oriented. For the 
medical reader seeking orientation in microbiology, this treatise 
is recommended only with reservations arising from the follow- 
ing considerations. Biochemically the basic similarities of all 
living organisms, including bacteria, are well established. Recog- 
nition of fundamental biochemical processes common both to 
microorganisms and to the cells of higher organisms is proving 
exceedingly fruitful in that it permits analysis, through more 
experimentally controllable populations of microorganisms, of 
processes that can be verified as occurring in the metabolism of 
the cells of higher forms, including man. Appreciation of similar 
common elements in the structure and organization of the cells 
of bacteria and of higher forms is just now in process of 
emergence. The details are highly controversial. No general 
treatise, including Professor Knaysi’s, could possibly keep 
abreast of this rapidly developing new insight. Areas of bacterial 
cytology in which the rapid chances in the subject have rendered 
obsolescent even the treatment in Professor Knaysi’s recent 
monograph are as follows: the organization of the nucleus, 
nuclear division, sporulation, bacterial cytogenetics, the organ- 
ization of the cytoplasm, the biology of spirochetes and bac- 
terial flagella. 

The very defects of the book are cogent evidence of the 
process of maturation which bacterial cytology is currently 
undergoing, and to which Professor Knaysi has contributed 
enormously through his personal investigations, his scholarly 
and critical reviews, and his teaching. “Elements of Bacterial 
Cytology” is illustrated well and profusely, and includes many 
original electron micrographs. The style is clear and readable 
and the bibliography valuable. The book is an essential contri- 
bution to its field. It should stimulate all concerned to seek 
clearer insight into this challenging subject. 


Human Physiology. By Bernardo A. Houssay, M.D., Professor of 
Physiology, Buenos Aires, Argentina, and others. Translated by Juan T. 
Lewis, M.D., and Olive T. Lewis. Foreword by Herbert M. Evans, M.D. 
Cloth. $14. Pp. 1118, with 499 illustrations. McGraw-Hill Book Company, 


Inc., 330 W. 42nd St., New York 18; Aldwych House, Aldwych, London, 
W.C.2, 1951. 


This new textbook of physiology is edited by Houssay, well- 
known endocrinologist and Nobel laureate in physiology, and 
written by him and other South American physiologists. It gives 
a well-balanced presentation of the various parts of human 
physiology, without undue overemphasis of those areas of physi- 
ological research in which the writers are particularly interested. 
The book will be of great value to beginning medical students 
who find other standard textbooks too difficult. The book is 
amply illustrated, and each chapter is provided with a small 
number of additional references for further study. There is an 
extensive index. Printing and binding are excellent. 


Methods of Vitamin Assay. Prepared and edited by Association of 
Vitamin Chemists, Inc. Second edition. Cloth. $5.50. Pp. 301, with illus- 
trations. Interscience Publishers, Inc., 250 Fifth Ave., New York 1, 1951. 


With the strides made in both vitamin technology and therapy 
and the advent of new vitamins, this edition of a widely accepted 
and used book is warmly welcomed. Assays for members of the 
vitamin B complex family, newly included in this edition, are 
those for pantothenic acid, pyridoxine, folic acid, biotin, vita- 
min B:., and a chemical analysis for nicotinic acid (niacin). Both 
suggestions from interested persons and information from cur- 
rent literature have been utilized in the revision of the methods 
included in the first edition. 

The chapter on vitamin B,, should be of special interest be- 
cause of the world-wide attention which has been focused on 
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this important newcomer to the field since the announcement 
of its discovery in 1948. 

The book includes time-tried analytical procedures only. The 
methods included have been successfully applied to a variety 
of foods or other materials by several committee members. 

The main merit of the book lies in the great job that has been 
done in the incorporation in one cover of those analytical 
methods that will be of most utility to the vitamin chemist and 
the inclusion of sufficient explanatory material with each method 
so that no difficulty should be experienced in application of the 
method, there being no necessity for recourse to the original 
source. 


The Abnormal Pneumoencephalogram. By Leo M. Davidoff, M.D., Di- 
rector of Neurological Surgery, Beth Israel Hospital, New York, and 
Bernard §S. Epstein, M.D., Associate Radiologist, Jewish Hospital of 
Brooklyn, Brooklyn. Cloth. $15. Pp. 506, with 695 illustrations. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1950. 


This book is a fitting and valuable companion to “The 
Normal Encephalogram,” by the same author. In the intro- 
duction, the technic, examination, and interpretation of plain 
roentgenograms of the skull are discussed. Following this is a 
chapter on pathology of brain tumors, which compresses some 
excellent photomicrographs and brief descriptions of the great 
majority of brain tumors into less than 20 pages. 

The brain tumors are classified properly according to their 
anatomic location. Each group is covered in ideal fashion as 
follows: The introduction is a presentation of the clinical picture 
with the usual signs and symptoms. This is followed by a brief 
review of the literature; then the authors list their own material. 
The plain roentgenograms of the skull are discussed, and then 
the p 8 aphic studies, with the characteristic 
deformities taken up in detai!. Positive and pertinent negative 
findings are summarized and the differential diagnosis discussed. 

This excellent work on brain tumors accounts for at least 
60% of the material in the text. There are two other sections. 
One, under the heading of Non-Neoplastic Tumors, covers 
subdural hematoma, brain abscess, syphilis of the brain, vas- 
cular anomalies of the brain, intracranial aneurysms, and 
cerebral hemorrhage and thrombosis. The second, titled Non- 
Tumorous Lesions of the Brain, includes lesions of the septum 
pellucidum; lesions of the aqueduct of Sylvius, spontaneous 
pneumocephalus; cerebral atrophy, agenesis of the corpus cal- 
losum, platybasia, Arnold Chiari malformation, meningo- 
encephalocele and craniolacunia; congenital hydrocephalus; 
amaurotic family idiocy; optic chiasm and posterior fossa 
arachnoiditis; serous meningitis; encephalitis, encephalopathies 
and rare infections of the nervous system, and tuberous 
sclerosis. These subjects are discussed in the same manner as 
the brain tumors. 

There is an excellent index of illustrative cases. The whole 
book is so arranged as to be most valuable to the neuroradi- 
ologist as a reference work, stressing as it does the anatomic 
approach to the problems of interpretation. 


The Normal By Leo M. Davidoff, M.D., Director of 
Neurological Surgery, Beth Israel Hospital, New York, and Cornelius G. 
Dyke, M.D. Third edition, revised by Leo M. Davidoff. Cloth. $6. 240, 
with 190 illustrations. Lea & Febiger, 600 S. Washington Sq., Philadelphia 
6, 1951. 


As stated in the preface this book is chiefly concerned with 
encephalographic anatomy. It remains the outstanding work in 
this field, brief and easily readable. The addition of planigraphy 
has aided considerably in clarifying the anatomy of midline 
structures. There is little change in the organization of the 
material. Additional excellent illustrations have been included, 
and the bibliography is more extensive. 

Under “General Considerations” are grouped history, indica- 
tions and contraindications for encephalography, technique of 
encephalography, roentgen technique, and reactions to en- 
cephalography. Following are separate chapters, entitled “The 
Ventricles, Interventricular Foramina and Aqueduct of Sylvius,” 
“The Cerebral Convolutions and Sulci,” “The Subarachnoid 


Cisterns and Their Contents,” and “Intracranial Structures and 
Their Related Fluid Spaces.” This last chapter is of particular 
value in correlating certain solid structures with the overlying 
and adjacent air shadows as seen on the roentgenogram. 
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QUERIES AND MINOR NOTES 


SLEEPING PILLS CONTAINING AN EMETIC 

To THE Epitor:—/t has been suggested that some drug be incor- 
porated in sleeping pills which would make the patient vomit 
if he took an overdose. What is that preparation called? What 
is the emetic most suitable for this purpose, and in what dosage 
is it used so it will not cause any symptoms in normal dosage 
but will cause vomiting in doses of a lethal nature? It seems 
like an excellent way of preventing suicide by overdoses of 
sedatives. H. Curtis Wood, M.D., Philadelphia. 


ANSWER.—Combinations of barbituric acid derivatives and 
_. an emetic drug, designed to produce emesis when dangerous dos- 
age levels of the barbiturate are reached, have been on the 
market for two years or more. Mixtures of this type, containing 
ipecac as the emetic drug, have been supplied under such trade 
names as sed-ems® (a capsule sold by Wm. A. Spencer, Inc., 
Chicago, and stated to contain 100 mg. of pentobarbital sodium 
and 30 mg. of powdered ipecac), em kaps® (pentobarbital sodium 
and powdered extract ipecac) and em tabs® (phenobarbital plus 
powdered extract ipecac). The latter two preparations have been 
supplied by the Dahi Pharmacal Company of Minneapolis. 

The report of the animal experiments of Miskimon and Mis- 
kimon (A Method for the Prevention of Suicidal Deaths Caused 
by the Barbituric Acid Derivatives, Virginia M. Monthly 77:119 
[March] 1950) suggests that zinc sulfate might be preferable to 
ipecac in such preparations. Ipecac is not free of systemic toxic- 
ity. It produces vomiting by a combination of central and local 
action. If the emetic component of such a drug combination must 
be absorbed in order to be effective, ample time will elapse for 
simultaneous absorption of much of the barbiturate. Zinc sulfate 
is faster in producing emesis, and, should no emesis occur, it is 
not absorbed. 

In December 1949 the Council on Pharmacy and Chemistry 
gave consideration to a barbiturate-ipecac combination and of- 
fered the following objections to such mixtures: 1. Emetics such 
as ipecac are not harmless drugs but potential poisons, even 
though the amount included with ordinary hypnotic doses of the 
barbiturate probably would not injure the majority of patients. 
2. It is questionable whether the emetic would accomplish the 
object intended, as toxic doses of barbiturates that are rapidly ab- 
sorbed would probably narcotize the emetic center. 3. If the 
emetic is effective, vomitus might be aspirated into the bronchi 
of a partially narcotized patient and kill rather than save the 
patient. 


THE FENESTRATION OPERATION 


To THE Epitor:—Does the fenestration operation for otosclero- 
sis have any effect on auditory nerve degeneration? Is nerve 
deafness apt to occur in otosclerosis whether or not one has a 
fenestration operation? M.D., Pennsylvania. 


ANSWER.—A recent study suggests that a successful fenestra- 
tion operation with a maintained hearing improvement may 
afford a partial protection against progressive auditory nerve 
degeneration. This finding, based on a study recently published 
by Adin and Shambaugh in the Archives of Otolaryngology, 
March, 1951, of 390 ears observed for five to 10 years, needs 
confirmation by other observers before it can be accepted con- 
clusively. Theoretically, one would not expect the fenestration 
operation to have any effect on the underlying sclerotic lesion, 
including the auditory nerve degeneration which so often occurs 
in otosclerosis. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 

cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 


HAPTENS AND BLOCKING ANTIBODIES 


To THE Epitor:—Please discuss attempts to produce haptens to 
neutralize antibodies in the Rh-negative pregnant woman and 
explain blocking antibodies. Please give references to the liter- 


ature. A. Pirrone, M.D., Cleveland. 


ANSWER.—The idea of preparing Rh hapten to neutralize Rh 
antibodies in sensitized Rh-negative women was first proposed 
in 1944 (Wiener, Sonn and Belkin: J. Exper. Med. 79:235 
[March] 1944). Belkin and Wiener (Demonstration of the Prop- 
erties A, B, M, N, and Rh in Red Cell Stromata, Proc. Soc. 
Exper. Biol. & Med. 56:214 [June] 1944) showed that the Rh 
factors, as well as the M-N and A-B factors, are located in the 
red cell stromas,*but were unable to extract the Rh substance 
from the stromas. These observations have been confirmed 
(Calvin, Evans, Behrendt and Calvin: Proc. Soc. Exper. Biol. 
& Med. 61:416 [April] 1946). Carter (J. Immunol. 61:79 [Jan.] 
1949) claimed to have isolated the Rh hapten in alcoholic ex- 
tracts of red cells and asserted that injection of her preparation 
reduced the Rh antibody titer in vivo. Wiener (J. A. M. A. 
141:1330 [Dec. 31] 1949) and Unger (Am. J. Obst. and Gynec. 
58:1186 [Dec.] 1949) showed, however, that Carter's prepara- 
tion was inert serologically both in vitro and in vivo. Recently 
Moskowitz, Dandliker, Calvin and Evans (J. Immunol. 65:383 
[Oct.] 1950) also reported their inability to confirm Carter's 
work. By a complicated physical procedure involving multiple 
separations from aqueous suspensions by high speed centrifuga- 
tion, they obtained a water-soluble fraction which they desig- 
nated as elinin, which contained the Rh and A and B factors 
from red cell stromas. The Rh activity of the elinin was de- 
stroyed after five minutes at 56 C., but the A activity was not di- 
minished after 30 minutes at 56 C. Moreover, the Rh activity was 
rapidly lost even in sterile solutions in the refrigerator after as 
short a period as two weeks. Thus, this new technic is not suita- 
ble for the preparation of Rh hapten for clinical use. In sum- 
mary, the claims of Carter are based on faulty observations and 
there is no immediate prospect of a practicable method of pre- 
paring Rh hapten; nor is there any assurance, should a method 
be devised for preparing Rh hapten, that such preparations 
would be effective in clinical work. 

The term blocking antibody is applied to Rh antibodies that 
are incapable of clumping Rh-positive red cells in saline medi- 
ums. The earlier work on Rh typing was done with Rh-aggluti- 
nating serums active in saline mediums. When cases with 
clinical evidence of Rh sensitization were encountered in which 
Rh antibodies could not be demonstrated in the patient’s serum 
by the usual agglutination technic, Wiener postulated the exist- 
ence of a second type of Rh antibody capable of combining with 
Rh-positive cells in saline mediums but without clumping them. 
He devised a test (blocking test) for demonstrating these anti- 
bodies, and showed that, when Rh-positive cells are treated 
with serum containing strong Rh-blocking antibodies, they be- 
come coated by Rh antibody and can no longer be clumped 
by Rh-agglutinating serum. Later, the Rh-blocking antibodies 
were encountered independently by Race and Diamond, who 
pooled anti-Rh, and anti-rh’ serums in an attempt to produce 
polyvalent anti-Rh’, serum. When the pooled serum still acted 
as anti-rh’, they traced this to the presence of anti-Rh.-blocking 
antibodies, which Race called “incomplete” Rh antibody. Sub- 
sequently, more sensitive and direct methods for demonstrating 
Rh,-blocking antibodies were developed, namely, the conglu- 
tination test of Wiener, the antiglobulin test of Coombs and 
co-workers and the tests with trypsinated red cells of Morton 
and Pickles. However, all these tests appear to detect the same 
antibody, which, because of its in vitro and in vivo behavior, is 
designated univalent Rh antibody to distinguish it from the 
Rh agglutinins, which are designated bivalent antibodies. This 
concept, of Rh-blocking antibodies as univalent antibodies, ex- 
plains their blocking action, and it would be expected that 
univalent antibodies are of smaller molecular size than bivalent 
or agglutinating antibodies. In fact, Wiener has shown (Ann. 
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Allergy 6:293 [May-June] 1948) that univalent-blocking anti- 
bodies readily pass through the intact placenta while bivalent 
antibodies (agglutinins) are held back by the normal placental 
barrier. Thus, it is the blocking or univalent antibody that causes 
erythroblastosis rather than the agglutinating antibody as orig- 
inally postulated by Levine. Nowadays, in antenatal Rh antibody 
tests, therefore, emphasis is placed on tests to detect univalent 
Rh antibodies rather than Rh agglutinins. Diagrams to explain 
the action of blocking antibodies in the blocking test, con- 
glutination test, antiglobulin test and test with trypsinated cells 
have been prepared by Wiener (Rh Glossary, Lab. Digest 6:1 
[Nov.] 1950). 


LOCALIZED FAT ACCUMULATIONS 


To THE Eprror:—A 19 year old girl has abnormal distribution 
of fat from the waist line to 4 inches above the knees. It has 
spared the buttocks but is very thick in the lateral aspects of 
the hips and thighs. Her breasts are normal, her basal meta- 
bolic rate is + 4 and urine and blood findings are normal. 
She has extremely irregular menses with severe cramps before 
and during the menstrual period. Her liver is palpable 1 cm. 
below the costal margin. She has had infectious hepatitis. 
She has been on a strict diet for two years (2,000 calories), 
although the strictness of the diet might be on paper only. 
In two years she has gained 24 pounds. She has coarse hair 
on the body and is developing a mustache. Please tell me 
what to look for. Is there any treatment? Would you consider 
a pituitary tumor? —_ James A. Craig, M.D., Naples, Fla. 


ANSWER.—While this patient has a number of the signs and 
symptoms of an endocrine disorder, such as localized fat accu- 
mulation between the hips and knees, irregular menstrual cycles 
and hirsutism, it is suggested that for the present this be treated 
as a case of exogenous obesity in view of the impracticability 
of a detailed endocrine analysis in your locality. It is suggested 
that she be placed on a 1,000 calory diet, with the use of appe- 
tite-curbing drugs, such as the amphetamines, if necessary. The 
dosage of such drugs would be preferably 5 mg. of racemic 
amphetamine sulfate or phosphate three times a day, one hour 
before meals. If necessary the dosage may be increased at those 
times during the day when the patient has difficulty with food 
restriction. A small dose of a barbiturate may be required with 
the evening dose temporarily. It is probable that with weight 
loss the menstrual cycle will become normal. Even with the 
irregular menses it would seem that the patient is ovulating, 
since functional dysmenorrhea is usually associated with ovula- 
tion. In considering a pituitary tumor, one might find this type 
of fat distribution if there were involvement of the hypothala- 
mus, but this is more often than not associated with amenor- 
rhea. It is advised, however, that a roentgenogram of the skull 
be obtained to rule out the possibility of this lesion. 


HEART DISEASE AND RADIOACTIVE IODINE 


To THE EpiTor:—An Arizona newspaper, on about March I, 
1951, published an article referring to work done by Drs. 
Herrman L. Blumgart and A. Stone Freedberg, of Harvard 
Medical School, in which they used radioactive iodine in the 
treatment of angina pectoris, Has anything been published 
in medical literature on this subject? 


George A. Barnett, M.D., Riverside, Ill. 


ANSWER.—A comprehensive report of the treatment of pa- 
tients with chronic heart disease who have normal thyroid func- 
tions by Blumgart and associates has appeared in Circulation 
(1:1105, 1950). Other articles by these authors are as follows: 
Treatment of Euthyroid Cardiac Patients by Producing Myx- 
edema with Radioactive lodine (Proc. Soc. Exper. Biol. & Med. 
67:190, 1948) and The Treatment of Euthyroid Cardiac Patients 
with Intractable Angina Pectoris and Congestive Failure with 
Radioactive Iodine (J. Clin. Endocrin. 10:1270, 1950). 

The application of this method of treatment has been reserved 
for those who have remained incapacitated because of severe 
attacks of angina pectoris despite the use of all accepted medi- 
cal measures. This method of treatment is being employed in 
several centers where radioactive iodine is available and is said 
to be helpful in selected cases. A report from the University of 
Pennsylvania has appeared in the Pennsylvania State Medical 
Journal, April 1951. 


J.A.M.A.,, July 7, 1951 


IMMUNIZATION AGAINST TETANUS 


To THE Epitor:—A boy now aged 11 was given an injection of 
tetanus toxoid by another physician in 1946, following which 
it is said he was unconscious for 24 hours. He also has a his- 
tory of fever and local swelling from an injection of diphtheria 
toxoid given at the age of 4. There is asthma and hay fever 
on both sides of his family; he too has asthma. Recently he 
came in for immunization against tetanus. Tetanus toxoid, 
fluid, was tried in the following ways: 1. An injection of 0.02 
cc. was given intradermally and resulted in the development 
locally of a wheal about 10 by 15 mm. surrounded by an area 
of erythema about 4 cm, in diameter. 2. A few days later he 
was given the same amount subcutaneously. Two days after 
this he was found to have an area of redness and swelling: 
about 5 by 10 cm. surrounding the site of the injection. The 
usual single dose of this material is 0.5 cc. This child is said 
to be sensitive to penicillin. What efforts, if any, should be 
made to immunize this boy against tetanus? It was learned that 
at one time he had been given tetanus antitoxin for an injury 
with no ill effects. M.D., Florida. 


ANSWER.—This patient’s blood serum should be titrated so 
that the existing level of immunity against both tetanus and 
diphtheria may be determined. If the injection given in 1946 was 
alum-precipitated tetanus toxoid, it is probable that this acted 
aS a sensitizing dose, so that later injections could function in 
the manner of booster doses. The intracutaneous injection of 
amounts of tetanus toxoid as low as 1/250th cc. can elicit a 
satisfactory immunologic response in adequately prepared sub- 
jects. Moreover, an interval of five to 10 years does not militate 
against satisfactory response to recall injections of such small 
magnitude. Presuming that the usual initial dose, followed by 
repeated small intracutaneous injections, in this subject has not 
resulted in an adequate level of immunity, it is recommended 
that repeated minute volumes of tetanus toxoid (0.01 cc. or 
less) at intervals of one or more weeks, the number to be de- 
termined by blood titrations, be utilized. The Children’s Bureau, 
Washington, D. C., has a list of laboratories engaged in studies 
on active immunization against tetanus. The mailing of speci- 
mens of blood serum to any one of these laboratories would 
assist in expediting immunization of your patient. 


VAGINAL ORGASM 
To THE Eprror:—Please explain what is meant by the term 
“vaginal orgasm.” G, Lombard Kelly, M.D., Augusta, Ga. 


ANSWER.—A distinction has been made between clitoral 
orgasm and vaginal orgasm, but this distinction is controversial 
because some authorities deny that a “vaginal orgasm” exists. 
J. P. Greenhill (Office Gynecology, ed. 5, Chicago, Year Book 
Publishers, 1948, p. 123) says, “I should like to emphasize a 
point about which almost nothing has appeared in gynecologic 
literature. This is that in women there are actually two sexual 
organs. The first is the clitoris, which plays the dominant role in 
childhood and in masturbation during adulthood. The second 
organ is the vagina, which psychologically is unimportant until 
puberty. Whereas in the child the clitoris can and does give 
sexual satisfaction, in the normal adult woman it is the vagina 
which is the principal sexual organ. In frigid women, however, 
the transfer of sexual excitement and satisfaction from the 
clitoris to the vagina does not take place. 

“E. Bergler (Psychiat. Quart. 18:374 [July] 1944) maintains 
that a typically frigid woman suffers not from a deficiency of 
the libido but from a neurosis, that is, an illness of the uncon- 
scious. For this reason, hormone therapy is unsuccessful in 
typical cases. Bergler believes that the involuntary contraction 
of pelvic and perineal muscles at the end of the sex act is the 
one and only sure criterion that a man can use to determine 
whether a woman is frigid. Although the absence of glandular 
lubricating secretion during coitus is a sure sign of frigidity, the 
converse is not necessarily true; presence of the secretion does 
not exclude the possibility that frigidity in a mild form may 
exist.” 


Helene Deutsch in “The Psychology of Women” (Grune & 
Stratton, 1944, p. 233) says, “The awakening of the vagina to full 
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sexual functioning is entirely dependent upon the man’s activity; 
and this absence of spontaneous vaginal activity constitutes the 
physiologic background of feminine passivity. The competition 
of the clitoris, which intercepts the excitations unable to reach 
the vagina, and the genital trauma then create the dispositional 
basis of a permanent sexual inhibition, i.e., frigidity.” 

Sandor Rado, in his chapter on “An Adaptational View of 
Sexual Behavior” in “Psychosexual Development in Health and 
Disease” (edited by Paul H. Hoch and Joseph Zubin, Grune & 
Stratton, 1949), says (p. 162), “Physiologically, coition may be 
described as a patterned sequence of mutual stimulatory activ- 
ities designed to elicit the reflex of orgastic peristalsis in both 
male and female. Orgastic peristalsis of the penile urethra effects 
the ejection of the semen; orgastic peristalsis of the vaginal 
walls facilitates this function by ‘milking’ the penis. The spread 
of excitation to adjacent structures and beyond may involve 
muscles of the entire body in orgastic convulsions, thereby pro- 
ducing a generalized “push and pull” toward the union of sperm 
and egg. Orgastic peristalsis is the insemination phase of 
reproduction.” 


Gustav Bychowski, in his chapter on “Some Aspects of Psycho- 
sexuality in Psychoanalytic Experience,” says (page 200), “As 
a manifestation of feminine sexuality the difference between the 
vaginal and the clitoral orgasm is of paramount importance. 
In cases where only the latter is possible there is always a deep 
denial of the feminine role and a morbid masculine 
identification.” 


HELIUM AND ALUMINUM WELDING 


To THE Epiror:—I/n aluminum welding operations helium is 
blown onto the metal around the electric arc to facilitate the 
welding quality. Certain workers have complained of a “big 
head,” and others of “pains in the chest.” Would the inhala- 
tion of helium cause these “symptoms?” —_M_D.., Illinois. 


ANSWER.—Both helium and argon arcs, improperly used, may 
produce physiological damage not produced by ordinary atmos- 
pheric electroarcs but not necessarily more injurious. Oxygen 
being essentially absent, neither nitrogen oxides nor metallic 
oxides are produced. In the absence of an atmospheric shield 
that absorbs ultraviolet rays near to the arcing area, more ultra- 
violet rays reach the general atmosphere. Since oxygen is absent 
from the arc point, ozone is not there created but is created in 
those zones adjacent to the welding area in which the oxygen 
of the atmosphere is present. Ozone in a concentration of 1 ppm 
has been detected around heli-arc welding, and this level may be 
physiologically significant. There is reason to believe that ozone 
formed ‘along with nitrogen oxides behaves more actively as an 
irritant than when ozone is formed alone, but synergistic actions 
may be involved. The unadmixed ozone, a less immediate irri- 
tant, is said to cause less obvious symptoms, such as chest 
oppression. No proper use of the noble gas arcs will lead to 
oxygen deficiency. Seventy-five per cent mixtures are deliberately 
introduced into artificial atmospheres designed for breathing. 
However, no arc welding should be conducted in closely con- 
fined spaces without adequate protection of the worker. The 
resulting oxygen deficiency would characterize any form of 
welding, including helium. Helium is an inert gas, becoming 
important in respiration only when the quantity present dis- 
places oxygen below that level requisite to normal respiration. 


HAY FEVER AND CORONARY DISEASE 


To THE Epitor:—A 46 year old patient had a coronary occlu- 
sion and myocardial infarction four months ago. | would like 
to give him pyribenzamine® in the spring, which had given 
him good relief for hay fever in previous seasons, if not con- 
traindicated. Would other histaminics be preferable? 


Elizabeth G. Brings, M.D., Cumberland, Md. 


ANSWER.—There is apparently no evidence of a deleterious 
effect on the coronary circulation from antihistaminic drugs. 
Tripelennamine (pyribenzamine®) hydrochloride is probably as 
satisfactory as any, and if it has been used in the past without 
untoward symptoms there is no reason why it may not be re- 
peated this year, despite the myocardial infarct of four months 
ago. 
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RHEUMATIC FEVER AND INFLUENZA 


To THe Epitor:—A 4] year old woman with rheumatic heart 
disease, who developed rheumatic pleuromediastinitis with bi- 
lateral, pleural effusion, auricular fibrillation, low grade fever, 
and chest pain which required either narcotics or meperidine 
hydrochloride several times a day for relief, showed no ameli- 
oration of signs or symptoms for two months. She then had an 
attack of influenza, epidemic in this area this winter. During 
the first day of this superimposed illness, the chest pains 
ceased, and in less than a week most of the pleural effusion 
had been absorbed. The influenza went through the usuai 
stages observed in this epidemic—fever, sore throat, nasal 
catarrh, bronchitis and cough with greenish yellow sputum. 
Have other physicians observed instances in which the course 
of active rheumatic fever has been influenced by an attack of 


influenza? Max Dobrin, M.D., Miami Beach, Fla. 


ANSWER.—Cases are on record in which there is a temporary 
amelioration of active arthritis, rheumatic or otherwise, during 
active infections of other sorts or indeed during infarction, but 
there are no adequate statistics about this phenomenon as yet. 
Whether the spontaneous (increased endogenous) production of 
cortisone by the body in response to the acute complicating dis- 
turbance may be responsible for this is not known. 


HISTAMINE AND HEADACHES 


To THE Epitor:—/ would appreciate information concerning his- 
tamine desensitization for headaches: (1) type of product to be 
used, (2) dosage schedule and (3) duration treatment may be 
given and (4) contraindications for using histamine. 


M.D., South Dakota. 


ANSWER.—Experimerital and clinical observations indicate 
clearly that, by repeated injections of histamine, only a slight, 
if any, increased tolerance to histamine is produced. There is 
certainly no evidence for the claim of histamine desensitization. 
Histamine treatment may possibly be effective in some instances 
of headache, but the basis of such results is not understood. There 
are many techniques for the use of histamine and different routes 
of administration. One of the commonest procedures is as fol- 
lows: Histamine diphosphate or hydrochloride or other histamine 
salt is used. The initial dose is 0.1 cc. of a 1:100,000 dilution. In- 
jections are given frequently, at first daily or twice daily. Incre- 
ments of about 25 to 50 per cent are made until the patient 
shows evidence of a reaction (headache, flushing of the face). 
After two or three weeks of frequent injections the intervals are 
lengthened to every other day and finally to once a week. The 
usual duration of treatment is two to three months. The contra- 
indications for histamine injections are cardiovascular disease, 
peptic ulcer and some types of allergy. 


EKG PATTERN IN CORONARY INSUFFICIENCY 
To THE Epitor:—Do electrocardiographic leads taken at the 
left sternoclavicular junction or the left supraclavicular space 
demonstrate coronary insufficiency? If so, what is the pattern? 
F. C. Ganyard, M.D., Wooster, Ohio. 


ANSWER.—A V lead from the sternoclavicular junction or 
the supraclavicular groove is, theoretically, expected to reflect 
potentials derived mainly from the cavities of both auricles and 
ventricles. However, depending on the anatomic and/or “elec- 
trical” position of the heart, the type of thorax, and other fac- 
tors, the resultant electrocardiographic pattern may represent a 
mixture of endocardial and epicardial potentials, the latter de- 
rived from various surface areas of the heart. Thus, a QS, Qr, 
qSr, or other combinations may be obtained, usually paired with 
an inverted T wave. 

Acute or chronic coronary insufficiency will produce S-T-T 
variations depending on (a) the part of the heart which is mainly 
reflected in the lead under question and (b) the localization of 
the anatomic or functional lesion within the myocardium. The 
resultant pattern of coronary insufficiency may, therefore, con- 
sist of S-T elevation or S-T depression, and of upright T waves 
as well as of inverted T waves. Neither or both atypical leads 
may provide more or better evidence of coronary insufficiency 
than a routine electrocardiogram including standard leads, aV 
limb leads and precordial leads in the six standard positions. 
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NUMBNESS AND TINGLING OF FINGERS 


To THE Epiror:—Please send information on “numbness and 
tingling of fingers of the upper extremity in middle age per- 
sons on arising in the morning.” 

Herbert A. Mulholland, M.D., New York. 


ANSWER.—Numbness and tingling of fingers is a frequent 
complaint and may arise from a variety of causes. The fact that 
it occurs on arising would indicate that its cause is not circula- 
tory, although the correspondent does not state whether the 
symptom lasts throughout the day or subsides with motion. 
Arthritis and periarthritis of the small joints must be looked for. 
Neuritis due to vitamin deficiency, excessive alcoholic intake, 
or other toxic poison, such as lead or arsenic, must be consid- 
ered. Pressure on the nerve trunks due to cervical rib, anterior 
scalenus muscle, cervical disk, or osteoarthritis of the spine 
is by far the most frequent cause of such complaints. Neuro- 
logic disorders of the cord and of the central nervous system 
must be excluded. If the fingers are not only numb but cold and 
cyanotic and the palpable arteries pulsate, arteriolar sclerosis 
may be present. Nervous fatigue and emotional tension often 
cause numbness and tingling in different parts of the body. 


DAMAGE FROM TOXIC INDUSTRIAL SUBSTANCES 


To tHE Epiror:—According to J. A. Zapp Jr. (Human Biol. 
19:27, 1947), an early variation in the health of an industrial 
worker may be detected by frequent blood pressure readings. 
It is stated a diastolic rise and blood pressure index change 
are expected with the worker experiencing a toxic accumula- 
tion. Has this work been confirmed and would this be a 
methed of value in the detection of early absorption of mer- 
cury or dimethylformamide? 


Barnwell R. Baker, M.D., Waynesboro, Va. 


ANSWER.—Foulger and his associates have long maintained 
that demonstrable vascular deviations constitute the earliest in- 
dication of damage from toxic substances found in industry and 
that such changes are nearly universal. The patterns encoun- 
tered are not constant and vary with the extent or degree of ex- 
posure. The deviations are not profound, and the examinations 
require exactness. One requisite appears to be that the group 
of workmen tested are so accustomed to cardiovascular exami- 
nations that emotional responses would be no more likely to 
arise than from the commonplace lacing of shoes. Manifestly 
this will not usually be true for occasional examinations. For 
extended studies the method invites wide utilization. For the 
emergency examination of groups of workmen, practical diffi- 
culties may arise. Opportunity for application after exposure to 
the two substances mentioned is dependent on the universality 
of the response said to occur. It may be too early to accept uni- 
versality in any phenomena of this character. Repeatedly, Foul- 
ger has observed that fatigue, malaise, malnutrition, exertion, 
alcohol, and some medicaments induce the same cardiovascular 
manifestations as industrial chemicals. 


REACTIONS TO PENICILLIN 


To THE Epitor:—A patient, whom I have been treating with 
100,000 units of penicillin three times daily by the aerosol 
method and 300,000 units of procaine penicillin parenterally 
daily for chronic bronchiolitis and bronchiectasis, developed 
a magenta tongue which “burned” and mild cheilosis after 
about nine days of therapy. The patient was also receiving 
small doses of codeine sulfate to control an exasperating 
cough. Did the penicillin therapy, which, I may add, was 
accompanied by multivitamin capsules three times daily, cause 
a riboflavin deficiency? J. B. Wager, M.D., Bronx. 


ANSWER.—In about 6 per cent of patients receiving penicillin 
aerosol therapy there will develop one or more of the following 
reactions: burning of tongue and mucous membranes, black 
tongue, inflammation of tongue and mucous membranes, cheil- 
osis and in some rare instances, generalized urticaria. The major- 
ity of these reactions are believed to be due to local (contact) 
penicillin sensitivity. The manifestation of a black tongue is 
thought to be due to predominance of other organisms which 
appear after the penicillin-sensitive organisms are diminished as 
a result of aerosol therapy. This type of black tongue is not due 
io a riboflavin deficiency. 


J.A.M.A., July 7, 1951 


BERYLLIUM POISONING 


To THE Epiror:—A metallurgical firm is about to begin a 
process in which wire brush abrasion of an alloy of 2 per 
cent beryllium and 98 per cent copper is employed. The dust is 
heavy and immediately settles to the floor, where it is oiled 
and promptly removed. What hazards are likely to arise? 
Should the workers be required to wear masks? 


Leonard W. Hill, M.D., Attleboro, Mass. 


ANSWER.—Beryllosis is at present a threat because of lack 
of precise information as to circumstances leading to poisoning. 
In a few instances fatal involvement has followed minute trace 
exposure. But some entire groups have undergone exposure at 
high levels without apparent deleterious effects. Individual sus- 
ceptibility is pronounced. Cases have arisen from the founding 
of alloys of the character mentioned, and it is believed that at 
least one case ensued after the mere cutting of alloy rods. It 
may not be assumed that no fine dust will be produced in a 
wire brush operation or that the fine dust will not oxidize. Both 
lung and cutaneous lesions are potentialities. Well functioning 
and well maintained exhaust units may be requisite. In addition, 
the wearing of suitable respirators may be necessary. The final 
test is the absence of beryllium in the atmosphere as breathed. 
Toward the best planning, it is suggested that the chief of the 
Laboratory Division of Occupational Hygiene of Massachusetts 
Department of Labor and Industries be consulted as to plans 
or installations. 


ALLERGIC DISEASES IN ISRAEL 


To THE Eptror:—Jn Queries and Minor Notes in THE Jour- 
NAL of March 10, 1951 (page 773) Dr. Aubie Portigal asks 
for literature on the incidence of allergic diseases in Israel, 
especially bronchial asthma. Your answer that “no figures 
have been published on incidence” takes no notice of my 
article “Allergic Diseases in Palestine,” published in Harofe 
Haivri (2:70, 1946). On the basis of statistical figures of the 
General Sick Fund (covering then one third of the Jewish 
population in Palestine) it has been found that during the 
years 1936-1944 0.98% of all new patients suffered from 
bronchial asthma. This percentage proves that bronchial 
asthma is as common in Israel as in other countries, including 
the United States. Doctors who have practiced previously in 
Europe maintain that the incidence of asthma in Israel is even 
higher than in other countries. This might be due to the fact 
that the greatest part of the population are immigrants, thrown 
into new climatic conditions and exposed to new plants and 
foods, A special problem in this country is the high incidence 
of bronchitis spastica among children up to the age of 3 to 4 
years. 

Contrary to your opinion, | consider the climate here gen- 
erally unfavorable for asthma, especially in coastal regions. 
Practically, this question has to be decided for every patient 
individually. N. Lass, M.D., 

Hadassa Municipal Hospital, Tel-Aviv. 


FOUR OPERATIONS FOR GALLSTONES 

To THE Epiror:—I/n Queries and Minor Notes in THE JOURNAL, 
May 19, page 297, is a question about the prevention of gall- 
stones in a patient who had been operated on four times for 
stones in the common duct. The answer failed to mention that 
excessive hemolysis is of prime importance in the formation 
of gallstones. Either congenital or acquired hemolytic anemia 
should be suspected in such a case, especially if the patient 
was a male or if the first attack of biliary colic occurred in a 
young person, In such cases, one should search carefully for 
splenic enlargement, by physical examination and, in case of 
doubt, by roentgen visualization. In addition, the various labo- 
ratory studies that indicate increased hemolysis or increased 
fragility of the erythrocytes should be employed. It should be 
remembered that hyperhemolysis may occur in paroxysms, 
so that at times the patient may show neither jaundice nor 
anemia, though these may appear at subsequent examinations. 
In cases of hemolytic anemia, splenectomy may be the best 
prevention of further gallstone formation. 

Paul Ravenna, M.D., 104 S. Michigan Ave., Chicago 3. 
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Inhalations of Isuprel relieve asthmatic dyspnea previously not 
controlled by epinephrine, theophylline or ephedrine. Even patients in 
status asthmaticus obtain relief with simple hand bulb nebulization. 


Isuprel inhalations act almost immediately, providing relief 
within one to three minutes. Isuprel sublingual tablets, most useful 
for aborting mild asthma, act within three to five minutes. 


With minimal side efrect 


With little effect on the vascular system and almost none of 
the pressor effect of epinephrine, Isuprel by inhalation may be 
prescribed for hypertensive patients. 


GY) HYDROCHLORIDE 


brand of isopropylarterenol hydrochloride 


Isuprel solution, 1:20 in viols of 10 ce. and 50 cc.; and new 
BP solution, in vials of 10 cc. for hand bulb nebulization or aerosol. 
Isuprel sublingual tablets, 10 mg. ond 15 mg., in bottles of 50 and 500 tablets, e 


Isuprel, trademark reg. U.S. & Canada NEW YORK 18,N.Y. @ WINDSOR, ONT. 
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PLAIN 


THE DieTEME com 


vs. EGG NOG 

as a between-meal 

nourishment for hospital 
and convalescent patients 


A MERITENE MILK 
SHAKE HAS MORE 
NUTRITIVE VALUE 


MERITENE 
*Egg Milk Shake 
Protein..:.. 12.5 Gm. 15.8 Gm. 
Fat........ 12.8 Gm. 8.0 Gm. 
Carbohydrate. 16.2 Gm. 25.5 Gm. 
Calcium .... 0.24 Gm. 0.5 Gm. 
Phosphorus... 0.27 Gm. 0.4 Gm. 
lron........ 1.8 mg. 4.4 mg. 
VitaminA... 842 1,745 LU. 
Thiamine HC]. 0.16 mg. 0.7 mg. 
Riboflavin... 0.5 mg. 1.6 mg. 
Niacin ..... 0.17 mg. 6.4 mg. 
Ascorbic Acid. 4.0 mg. 26.4 mg. 
VitaminD... 4 JU. 150 LU. 
Calories .... 2 237 


nutritive values from A. de P., and Church, C. F.: Food 
Valine afl Portions Commonty Used. 1944: fifth edition 


NOTE THESE MERITENE EXTRAS: 
A MERITENE Milk Shake supplies 26 per cent more 
protein and 144 per cent more iron and costs less 
than an egg nog. 


Easy To Prepare... Tastes Good 
SUPPLIED: In 1-Ib. cans, plain or chocolate flavor, 


retailing at $1.65 per pound. Also in 5-lb. economy—| ’ 


THE DIETENE COMPANY MA771 
3017 FOURTH AVENUE SOUTH, MINNEAPOLIS 8, MINN. 
Please send me a generous free sample of 
MERITENE, the fortified whole-protein supple- 
ment, and descriptive literoture. 


Name M.D. 
(Please Print) 

Address 

City State 


J.A.M.A., July 7, 1951 
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FREE INSERTIONS 
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ceives several insertions, and to those who remit 
for four consecutive insertions of a classified 
advertisement, we will give two additional inser- 
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for free insertions must be received within two 
weeks following date of fourth insertion. 


COMMERCIAL CLASSIFIED ADS 
For classified advertisements of a commercial 
or promotional nature, the rate is $9 per insertion 
for 20 words or less, additional — 30c each. 
For semi-display, $11.25 for ords or less 
additional words 40¢ each. This Pins is given for 
EACH INSERTION, no free insertions. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 45c is charged to have answers sent 
care of AMA. Count 4 words for box number 
instructions. Letters sent in our care are for- 
warded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


We are not permitted to divulge the identity 
of advertisers who have their mail sent care of 
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an ad of this type, you may correspond directls 
with the ad- 
vertiser by ad- 
dressing your 
letter in this 
manner. 


All replies he key numbers are mailed the same 
day as 


a ™ not members of county 
medical pn should submit professional ref- 
erences with their advertisements and thus avoid 


delay. 

The right is reserved to reject or modify all 
advertising copy in with the rules of 
the Advertising Committe 

We exclude from our coleman all known ques- 
tionable ads and appreciate notification from 
readers relative to any misrepresentation. 


CLASSIFIED ADVERTISING FORMS CLOSE 
MONDAY NOON 12 DAYS PRIOR TO THE 
DATE OF ISSUE 


Journal AM.A. 535 N. Dearborn St, Chicago 10 


PHYSICIANS WANTED 


RESIDENT PHYSICIANS NEEDED—ORTHOPEDICS; 
0 ENT and medicine; salaries from 
; also approved veneral practice 


with active staff participation; located in community of 
115,000 ee Administrator, Kern General ae. 
Bakersfield, alifornia. 


ALLERGIST—WITH LONG ESTABLISHED PRAC. 
desires an associate or 
erested MD; ultimate moplated ; 
give fl full qualifications in Ist ‘etter F lori ee city. Box 
% 

PHYSIC IAN — INTERESTED GENERAL PRA ACTIC CE, 
obstetrics ; on busy FACS large Illinois industrial 
city; permanent sociation right party after Ist veer: 


a details. draft status Ist letter. 
1509 % AMA. 


IMMEDIATE ATTRACTI VE “AND REMU NERATIVE 
in OB; also surgical assistant; Minnesota. Box 1 Cc, 
Ye 
WEST COAST LOCATIONS 
Write for forms—no registration fee 


GENERAL PRACTITIONERS California, WNe- 
ee, w N. Ariz., Idaho, Mont., 


Co lorado 
DIPLOMATES OF "Boards, openings WEST 
COAST—SOUTHWEST. 


CONTINENTAL MEDICAL BUREAU, Agency 
Helen Buchan, Director 
510 West Sixth Str. 
Los Angeles 14 
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sf CHLORAL HYDRATE CAPSULES -FELLOWS 
4 
av 
for the patient 
4 


; who needs daytime sedation and relaxation 
: Chloral Hydrate Capsules—Fellows (3% gr.) 0.25 Gm. 


gives complete comfort without excessive 


bysiological depression. 
ODORLESS, TASTELESS, RAPIDLY EFFECTIVE 
it 


\ 


DOSAGE: |Daytime Sedation:|One (1) capsule three (3) times 
a day after meals. 

[Desirable Sleep]is produced when two (2) to four (4) cap- 
sules are administered at bedtime. 
4 DESIRABLE SLEEP: Usually lasting from five to eight hours. bo 

4 Pulse and respiration are slowed in the same manner as in : 4 
} P normal sleep. Reflexes are not abolished and the patient ‘ 
can be readily aroused. 
i EXCRETION: Rapid and complete therefore no depressant % 

4 after-effects. 
| AVAILABLE: Prescription size bottles — 24’s. 
PROFESSIONAL SAMPLES AND LITERATURE ON REQUEST. 
allow pharmaceuticals since 1866 
26 Christopher Street, New York 14, N.Y. 


Rehfuss, M.R. et al: A Course in Practical Therapeutics (1948) By 
Goodman, L. & Gilman, A.: The Pharmacological Basis of Therapeutics (1941) F 
Sollmann, T.: A Manual of Pharmacology, 7th Ed. (1948) Useful Drugs, 14th Ed. (1947) 
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TONICS AND SEDATIVES 


This column is maintained by its 
readers. Contributions are welcome. 


Patient (at lunatic asylum)—“We like 
you better than the fast doctor.” 
New Doctor (Flattered)—‘“How is that?” 
Patient—“You seem more like one of 


Simplicity 
At home around 
y the clock 


there is no simpler FOR INSTANCE, we give liberal con- 
sidération to overweights . . . diabetics 
way than . . . ulcerites . . . pernicious anaemics 


S IMI ot AGC SAMUEL D. ROSAN 
AGENCY, INC. 

General Agent 


to assure uncomplicated CONTINENTAL ASSUR. CO.—Chicago, III. 
infant feeding throughout 76 William St., N. Y. 5, N. Y. 


the first year of life WH 3-7680 
(Ask for Sam Rosan, Howard Rosan, Al- 
bert Morelli, Jack Cohen or Jule Rose- 


man) —A. C. Auer 
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A HERNIA Grows IN BROOKLYN 


For many months, my hernia grew 
(Alas! How late the hour!) 
Now swollen with its conquests 

It ensnares me in its power. 4 ii} 
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The embryonic little twitch 
Now holds me in a vise Pa 
My vigor draineth from me : 
My blood is cold as ice. 


What other course can one pursue?— S IMI | F A. 
The surgeon and his blade. 

Oh carve this fiend from my groin 
Who doth my life degrade! 


so simple to prescribe 


. Oh surgeon, with thy cutting edge i 
because zero curd tension I charge you, sir, simple to — 
For other treasures are at stake so simple to digest 


Susceptible to tear. 


S IMI VAC And as your scalpel, sharp and true that 
Flashes to the fore 


I trust no vital part of me 


Will fall and hit the floor. there is no 
has had: closer equivalent 
its fats so altered - to human breast milk 
. : : From a speech by Owen Stanley of Ky. 
its pectene ”? modified commenting upon a speech that had been helps assure 
its minerals so adjusted made by a political opponent. 
its vitamins so supplemented “Unrelated nouns in open cuncubinage uncomplicated 
are crowded into the same sentences, and , 
that poor bastard pronouns wander aimlessly feeding 
th ae through a wilderness of words, vainly 
ere is no closer equivalen seeking their lost antecedents, whom 
toh for they resemble in neither gender num- for full term 
term and premature infants t&s throughout 
Junior: “Say, Dad, remember the story the first year of life 


you told me about the time you were ex- 
pelled from school?” 


SIMILAC DIVISION Senior: “Yes.” 
Junior: “Isn't it funny how history re- 
M & R Laboratories peats itself?” SIMILAC DIVISION 


Columbus 16, Ohio (Continued on page 47) M & R Laboratories * Columbus 16, Ohio 
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in urinary tract infections: 


ANTIBIOTIC DIVISION 


“*.,.simple postoperative cysto-ureteritis responded 
very promptly to Terramycin. There was a prompt 
drop in temperature, disappearance ef pyuria and 
hacilluria, and symptomatic relief.” The authors 
conclude that “in cases in which there is no organic 
or obstructive disease, the response to Terramycin 
as a urinary antiseptic is prompt and effective.” 
Douglas, R. G.; Ball, T. L., and Davis, 1. F.: 
California Med. 73:463 ( Dec.) 1950. 
CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 


avatlable as Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


CHAS. PFIZER & CO., IN@., Brooklyn 6, N.Y. 
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For speedy absorption of fluids in 
hypodermoclysis. Prevents pain from 
stretching of tissue—nontoxic and 
apparently nonallergenic. 

For More Complete and Widespread 
Local Anesthesia—fewer injections 
of local anesthetics required. 
WyDASE in dry form is stable indef- 
initely: keeps in sterile solution for 
2 weeks—refrigeration unnecessary. 
SuppiieD: Vials of 150 and1500 
turbidity reducing (TR) units. 


Wyeth Incorporated . Philadelphia 2, Pa. 


J.A.M.A., July 7, 1951 
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(Tonics and Sedatives Continued) 


From the Greensboro Daily News, Greens- | 


boro, 


SCOTT WILL APPEAR 
AT SUMMERFIELD 

Raleigh, June 9.—(AP)—A social en- 
gagement and two out-of-town rips are 
on Governor Scott’s schedule for next 
week. 

JUST AN OLD RIP. 
—Mrs. C. V. Tyner 


tGs 


Double feature advertised on the marquee 
of a Northside, Chicago, theater: 


FATHER’S LITTLE DIVIDEND 
I CAN GET IT WHOLESALE 


—John A. Mirt 
tGs 


Two residents of the mountain country 
greeted each other one morning. 
“Say,” queried the first, “what did you 
give your mule when he had the heaves?” 
“Turpentine,” offered the other help- 
fully. 
Two weeks later they met again. 
“What did you say you gave your mule 
when he was sick?” 
“Turpentine.” 
“Well, I gave turpentine to mine and it 
killed him 
“Mine died, too.” 


tGs 


From the “Marne Taxi Exhausts,” Port- 
land, Ore.: 


GET OFF THE TABLE MABEL 


This Is the Best I Felt Today. 
You Are in Perfect Shape (I Hope) 


GORDON V. PEFLEY 
CHIROPRACTIC PHYSICIAN 
6805 S. E. Milwaukie EAst 6488 
—F. H. Dammasch 


tGs 
Dear Editor: 


Enclosed is a poem written by a young 
lady of 25 who was hospitalized several 
weeks because of a “broken back.” 

—D. J. S. 
Last LAMENT 
(Owed to a Broken Back) 


“Life is aught but trouble,” as Shakes- 
peare wisely wrote 

And “Accidents will happen!” my 
friends all brightly quote. 

Ah, well aware am I that “Fate has 
such strange ways!” 

That since it wasn’t “so much worse” 
I owe the Lord much praise. 

(Beyond doubt—it’s a fact!) 


| certainly am fortunate, the doctors 
all agree. 

If “such and so” had set in first—well, 
tsk! tsk! tsk!—poor me! 

And when these sage consultants in 
silence probe and stare 

I know it’s not their ethics to reveal 
“How bad.” or “Where.” 

(Oh foolish one—to ask!) 


Full well I know the privilege of 
nurses’ loving care, 

Their smiles of bland evasiveness, the 
cool efficient stare, 


(Continued on next page) 


with peptic ulcer , gastritis 
acidity 
HARROWER Laboratory, Inc., 9830 Newark Avenue, 
Jersey City 6, N. J. 
Please send me: Mucotin samples [J Diet Booklets [) Reprints 


mediate action 


even, wy 


over the ulcer and Mucosa. 


toms, 
in the prevention of recurrences. A) / ) 


lor the benelit of your patients 


Name 


MUCOTL \ 6 
Thes 


ke (remini, the twins me for 


or even double features, a] 


US Barend Ne 


Tex 
Mucotinis a dual purpose medication, 
Mucotin 1, combats gastric hy peracid- 
ty and 2, protectively coats the gastric 
mucosa. 742, MUCOTIN the Antacid 
contains 1, aluminum hydroxide for im- 


and 2, 


trisilicate for prolonged action, hal 


MUCOTIN the Protector contains 


purified gastric mucin 1, to coat 
the leer) and 2, Lo promote ra pid healing. 
Mucin Makes the Difference in Mucotin 
The mucin in Mucotin supplements nature's 
own protective coating and in combination 


with the non-systeme antacids provides an 


ee protective coating 


Two tablets of Mucotin (Harrower) every 


two hours provide prompt relief of symp- 


2,) promote rapid healing and aid 


Address 


Zone........ State. .............. 


31-66-9 


© 195) 
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“CONTINUOUS 
QUALIFIED 
SERVICE 


~a 


— daily use of the Viso-Cardiette by its 
nearly 10,000 owners is never interrupted for long. 
Supplies and accessories are immediately available 
from the nationwide network of 35 Sanborn offices 
listed below. And, while the Viso user need not be 
concerned about maintenance-repair, he enjoys the 
confidence of knowing that each of these 35 depots 
is staffed by men who are fully qualified to provide 
ready service when and if needed. 
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And I should be so thankful that they 
shush away my fear 


By greeting all my questions with - 


polite impersonal cheer. 


(I’m quite aware of that!) 


I “mustn't mind” this session of bed- 
pans, hypos, pills. 

Of course, I “shouldn’t worry” o’er the 
daily mounting bills. 

I “need the rest’—and don’t know, 
when bleary-eyed at five 

They waken me each morning with 
“It’s good to be alive!” 

(How I admire their tact!) 


I'm told the “other patients wouldn't 
think to make complaint. 

It’s naturally expected I should be a 
stoic saint. 

And what have I to blush about? Dear 
nurse, what can I say 

When doctors come and catch me with 
sheet down—such exposé! 

(It seems it’s “poise” I lack!) 


Kind friends beaming “Lucky you!” 
just jar me. What the hell! 
I, too, could scatter sunshine were I 
only up and well. 
Sure, “Accidents will happen”—but 
must it be to me? 
And granted that it could be worse— 
so should I shake with glee? 
(I haven’t learned the knack!) 


Why must the student-nurses use my 
room as “Grand Hotel” 
Each time I’m perched upon the pan 
and trying to—oh well! 
And this acting as chief guinea pig for 
the volunteer-aid nurse 
Arouses ardent wishes that the “help- 
shortage” were worse! 
(They have me on the rack!) 


Better men than I a died to grant 
us all Free Speec 

I try to exercise ange wl right—to deaf 
ears I beseech. 

Yet why is it that when I’m tired— 
talk doesn’t seem to matter? 

For that’s when nurses gather round 
to pass the latest chatter. 

(It’s darned annoying, that!) 


And, listen, Doc, when | ask “Why?” 
it means I wanna know, 

Not simply watch your eyebrows raise 
when asked my status quo. 

So, all right, you aren’t worried—but 
you can’t collect a fee 

If a patient’s six feet under and sans 
indemnity! 

(My policy states that fact!) 


So all interns are cute!—So what? So 
should that stir my soul? 

‘I’m an ineffective femme fatale while 
in this patient’s role. 

How can a gal retain aplomb, or help 
but feel inferior 

When every move in these darned 
gowns reveal one’s whole posterior? 

(I'd do better as a W.A.C.!) 


“Give me liberty or death!” shan’t be 
my motto in this matter, 
For I have a strong suspicion they 
would happily give the Jatter! 
So now that I express my views, and 
my griping phrases hymn 
I dedicate this museful lay to serve ad 
requiem! 
(For my poor Aching Back!) 
—S. A. 
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Easy Way 
to trade your old 
Armstrong X-4 Baby 
Incubator for a new 
one at the low cost 


@ Under our service exchange plan, 
you return your old X-4 incubators 
to us. In exchange we furnish com- 
pletely new, latest design X-4’s and 
give you the remarkable allowance of 
one-third the original cost of the 
trade-ins. 


If you figure a low average of 3 years 
of life, a completely new Armstron 
X-4 will cost you only 9¢ a day. Could 
we suggest a better way to keep your 
baby incubators up to date? 


_ Check your X-4 incubators now—see 


how many should be replaced through 
our service exchange plan. Then write 
for full details—and we'll also tell you 
how we dispose of the trade-ins. 


THE GORDON ARMSTRONG 
COMPANY, INC. 


Division UU-1 Bulkley Building, Cleveland 15, Ohio 
Distributed in Canada by Ingram & Bell, Ltd. 


Toronto * Montreal * Winnipeg * Calgary * Vancouver 
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DIRECT WRITING | 
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Atlanta, Ga. Kansas City, Mo. Richmond, Va. 
Baltimore, Md. Louisville, Ky. Salt Lake City, Utah 
Beaumont, Texas Los Angeles, Calif. San Antonio, Texas 
Bufiaio, N.Y. Miami, Fla. San Francisce, Calif. 
Cambridge, Mass. Minneapolis, Minn. Seattle, Wash. 
Chicago, IM. Nashville, Tenn. St. Louis, Mo. 
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Cleveland, One New York, N.Y. Syracuse, WN. Y. 
Dallas, Texas Philadelphia, Pa. Tampa, Fia. 
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PHYSICIANS ATTENTION 


Drett No Longer a Source 
of Sultated Fatty Alcohol 


Ir HAS COME to the attention of Procter & Gamble that some members 
of the Medical Profession are recommending the P & G product Drert, 
as a source of Sulfated Fatty Alcohol for the treatment of gastric ulcers. 
Presumably, this treatment is based on the report of a medical research 
study made about ten years ago. 

Aside from the “pros” and “cons” of the merits of the treatment, 
Procter & Gamble believes it important to call the attention of medical 
men to the fact that Drert is no longer made from Sulfated Fatty 
Alcohol. A change in formula has been made to improve Drerr’s per- 
formance in dishwashing, laundering fine fabrics, and its other primary 
uses with the result that DREFT is not now a source of that material. 

Drert is made to fulfill the high specifications that govern the 
manufacture of all P & G household products but it is not made to 
pharmaceutical standards—nor has Drert, or any of its other household 
products, ever been recommended by Procter & Gamble for internal use. 

This announcement is published in the interest of the medical pro- 


fession and the public it serves so well. 


Procter & Gamble Company 
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BSEIEX: 


OINTMENT AND 
POWDER OF 
ZINCUNDECATE 


The Undecylenic 
Acid-Undecylenate 
“TEAM” for 


Therapy and 
Prophylaxis of 


FUNGOUS 
INFECTIONS 
of the 


SKIN 
especially 


DERMATOMYCOSIS 
PEDIS 


(ATHLETE'S FOOT) 


Available at 
all pharmacies 


Trial quantities 
ond literature 
sent on request. 


Ww 


Pharmaceutical Division 
WALLACE & TIERNAN 


PRODUCTS, INC. 
Belleville 9, N. J., U.S.A. 
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ON ACCOUNT AGE MUST HAVE PARTNER IN 

g0 office practice; venereal and chronic diseases; 
splendid opportunity if wish to escape night riding and 
charge accounts; - of Ohio medical; or will sell; 
good terms. W. Vincent, MD, 509 Fannin — 
ing, Houston 2, Texas, 


URGENT NEED FOR MEDIC AL , DOCTOR—IN SMA ALL 

town with great a opportunity unlimited; all 
facilities poh ed and living costs very reasonable; come 
South and enjoy life as you work and live; further details 
ng request. Judys Drug Store. St. George, hy 
Caro 


ROCHESTER, MINNESOTACNATIONAL ‘COVER- 
gree ssociation erships, locations; 
regtewer on ‘ree. Medical” Placement “Registry. Solar- 
lon. Eleventh Floor, Kahler ter; Other 
Offices, Minneapolis, St. Pau c 


RESIDENT DOCTOR—APPOINTMENT JULY 1ST FOR 


York hospital 
proved medical school and internship. Apply: Box 1473 C, 
% AMA, 


Che 
Medical 


PALMOLIVE BUILDING CHICAGO 
ALLERGY: (A69) Head dept; important group; city, 


300,000; Wes 

ANESTHESIOLOGY: (B58) Ass’n., private group none 
ng practice to anes; univ. city, MW; early partner. 
(B59) Assist dipl; director dept; jarge, teaching 
sp; teaching oppor; West. 

ASSISTANTSHIPS: (C82) Group pract; small town; 
New England. (C83) Gen'l. pract., mostly OB., 

0 


med, gynecology, pediatrics; pre not int. surg; 
salary, %, partnership; town, 30,000; MW. (C84) 
Gen'l. and a med; one of larger towns, W. Va.; 
min., $1 ) Gen’l. pract; should be 


y. 
qualif. traumatic surgery; Tenn; around $12,000. (C86) 
ne in med. and surg; well known group; 
town, 70,000, SW. 

EENT: (D28) Oph; ass’n., priv. pract; should average 
$15-$20,000; eastern seaboard. (D29) Oto; Reed dept. 
18 man group; cottons town, 45,000; near univ. ¢ ty, 
Roe ky state D30) ass’n. with sever: 
Am oard 

GENERAL RA CTICE: (E52) Crane: resort area, New 
York. (E53) Direct clinic serving resort area, 25,000; 
excellent facilities; No. E54) San 
Joaquin Valley; ,000. (E55) s'n. with 
and 2 P's: residential Chi- 

om 56) Ass'n. with sur g. well es Black 
Hills of ; unexeel. Clinical Sod. hosp. facilities; 


in. salary, $800. 
INDUSTRIAL MEDICINE: (F37) Med. Dir; new plant; 
30,000; Pac. NW. (F38) Staff M:D.; leadi 
company; East; around $10,000. (F39) 
Staff No. Carolina, Maryland, La. plants, 
major company; d eo: preventive rather than thera- 
eutic; considerable tr vel. 

INTERNAL MEDICINE: (653) Dipl. or elig; ass’n., 18 
man group; ee town, 40,000, NW; first year, 
min., $9000-$12,000; early partnership. (G54) Ass'n. 
with surgeon and OB-GYN; town of 35,000 near 
Chgo; min., $1000; (G55) Assoc. 

town, It! (G56) Ass'n Am 

Board s pecialists; Detroit area. (G57) with 

internist, 0 Dipl; fairly large town on Hudson, 

distance from 

GYNECOLOGY: Head dept., small 

$1000 monthly for 6 months, then full pare 
nership; Small group; Calif; 
(H Ass 20 man rs univ. town, Wes 

ORTHOPEDICS: O71) or if 
teaching prog “dept , 28 man 
clinic; univ. t 


own, 000, 

PATHOLOGY: (K87) Dir. dept., "400 bed bed hosp; tal 
city, SE; $12,000 plus %. (K88) Small, gen'l. “‘nosD 
active out- pt. dept; %, averaging min, es ‘$20. ; near 
Chicago. (K89) Asst. path; ap priv. pract; 
Calif. (K90) Dir. fairly large , -. vieinity 


clinic 
min. $10,000. dooms pract; 
men; town, 70,000; rshi 
Small group; town of partnership. 
med. \. priv. act; univ. enter; MW 
college: 40,000; NW; $10-$15,000; con- 
sultation privi 
RADIOLOGY: nz) Dir. dept; large hosp; teaching 
opport; Pac. ate) Full time teaching pest, 
affil. East. (N73) Ass 


Bronchoe 


heap: Ss. ency; although tropical, 
ld; $550-$700 
wt. R65) aw ass’n; should be qualif. trau- 
Ass’t. by prominent surgeon 
Dipl., hol important pest; pref. one req. 
year or 0 more trai enter 
UROLOGY: (S51) a group; univ. 
— So; pref. er 35. 
(If of the BB described above 
requirements, please send for an ANALYSIS. FORM 
so we may prepare P. individual survey for you.) 


DIRECTOR 


(Continued on page 52) 
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OLD AND YOUNG ALIKE thrive in Tucson’s 
healthful summer climate. Days are warm 
but comfortable. Nights are cool and con- 
ducive to deep, refreshing sleep. 


DO ANY OF YOUR PATIENTS need moderate 
altitude (2400 ft.), exceedingly low humid- 
ity, continuous warm dry sunshine and in- 


vigorating atmosphere? They'll find that 
rare combination in Tucson. The summer 
climate here is highly beneficial to sufferers 
of arthritis, rheumatism, sinusitis, asthma 
(particularly children), bronchiectasis and 
tuberculosis. Natural Western friendliness, 
desert beauty and variety of prone he 
tivities speed convalescence and contr 

to brighter outlooks. Tucson has fine co 
pitals, sanatoria and rest homes. There are 
also plentiful accommodations of all kinds 
at sensible rates. 


Compiled tom US Weother Bureau Peport: 


Meor monthly 
Record 77 | SO} 38) 65) 74) 83) BB, BO} O8 55) OF 
RAINFALL 

yeors 70 

RELATIVE 

S30Am 62) $7 33] $4) 67 Sa) 
38} 30} 25] 26) 35) 33) 28 

Record yeors 1 


TUCSON HAS MORE SUNSHINE than any 
other resort city. Patients can relax and 
soak up the sun. When they regain strength 
and vitality, they can swim, golf, ride horse- 
back, drive down the new paved highway 
to romantic Old Mexico for exciting salt- 
water fishing. You and your patients are in- 
vited to send for free illustrated booklet. 
Tucson Sunshine Climate Club, 5006-J 
Pueblo, Tucson, Arizona. 


YOUR PATIENTS’ PLACE IN THE SUN IS 


IN FRIENDLY ARIZONA 


V 146 
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: a When there’s pollen in the air, 
BETWEEN 7 and hay fever on a host of faces, 


your patients look to you to protect 


POLLEN AND PATIENT... them. Fortunately, in BENADRYL 


you have a dependable barrier 


AN EFFECTIVE BARRIER _Bgainst the distressing symptoms 


of respiratory allergy. 


Benadryl 


PIONEER 


For your convenience and ease of 
administration BENADRYL 
hydrochloride (diphenhydramine 
hydrochloride, Parke-Davis) is 
available in a wide variety of forms 
including Kapseals®, Capsules, 
Elixir and Steri-Vials®, 


ANTIHISTAMINIC 


a 
a 
«zw 
146 
51 
CA hy 
% 
PARKE, DAVIS & COMPANY 


Wider operative range 


with ARC-VUE OTOSCOPE 


Ingeniously devised lens system and reflecting 


prism permits rotation of speculum mount to 


give 36% larger operative field than similar 
instruments, Concentrated lamp filament and 
total reflecting prism projects brilliant 


white light through speculum to field. 


Head includes tongue depressor holder. 
Attractively cased with 4 specula, including nasal. 


BAUSCH G LOMB 


OPTICAL COMPANY 


ROCHESTER NY 


(Continued from page 50) 


ASSISTANT OR LOCUM TENENS— Pen SEVERAL 
practitioners; Texas border town ish desirable, 

not necessary; eligible Texas board: ‘get full La 

and qualifications in Ist letter. Box 15¢ MA. 


DOCTOR NEEDED—SMALL MISSOURI TOWN; CEN- 

ter of rich farmin ; vicinity of Kansas City; 
up to date medical equipment, office, and home for sale 
or lease. Box 1497 ©, “ AMA. 


WANTED—BOARD ELIGIBLE OR BOARD 
ed ophthalmologist; 


A CERTI- 
tion available 
AMA. 


for large mid-western group; posi- 
now; write for details. Box 1501 CC, % 


PHYSICIANS—INTERESTED OR TRAINED IN PEDI- 
atrics ublic health; needed in health 

salary "$9207; civil service; pension. 

E. Krombiesel, Commissioner of Health. 

Wisconsin. Cc 


WANTED—EENT MAN ; ; TO FILL VACANCY IN pn 
do mum general practice; age and 
y 20,000; all modern ona 
hospital; ‘Mid-West. Box 1512 ¢, % AMA 


PHYSICIAN -— CAPABLE OF DOING TRAUMATIC 
surgery and willing to do some — practice ; 

salary percentage; excel Los 

Angeles area; write fully: Box 1472 ¢, 

WANTED — MEDICAL DIRECTOR AND SUPERIN- 
tendent; for 1 Ae hospital; northwestern Ohio; 

be filled by September Ist. Box % 


IN CALIFO 
om month for 


tice: career opportunities in progress 


3 year ac 
at health program cond 


fornia license, or lie by 
n an other 


chure: Sta 
Street. Californi 


GENERAL PRACTITIONER— 
r 


t city; 
nding on experience. Box 1 


SENIOR RESIDENT PHYSICIAN—200 


se 
; write for deser 
Personnel 


RNIA — 
a 3-$745 


ral requires Cali- 


examination within 10 
iptive bro- 


Dept. 1015 L 
Cc 


TO JOIN 
; in larg 


ENERGETIC 


e fully equipped; salary Dercentage 


459 % 
BED TUBER- 


culosis sanatorium + near 


quarters maintenance; salary 


open. Box 


WANTED — REFRACTIONIST, PHYSICIAN; TO A AS- 


sist oculist in Detroit, Michi 


gan; please state Pane 


lactating age and qualification Box 1262 C 


WANTED—HOUSE PHYSICIAN; FOR 350 BED H HOS- 


pital *+; 
license essential. Box 1443 € 


DIRECTOR — CIT 
us 


in Detroit; all residencies approved; Michigan 
% AMA 


Y-COUNTY ‘DEPART. 


INTERNAL MEDICINE: 
specialists; guar wi 
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ce basis; serve as head 
of y ent iology in 250 bed ‘hospital: ex- 
cellent future. Great Lakes city. Box 1298 C, % AMA. 
INTERNIST WANTED—BY OHIO Ee MUST 
be eligible or certi ; only ist class 
acceptable; locum tenens considered; is full 
information ist fetter. Box 725 Cc, Se AMA. 
WANTED — PHYSICIAN; FOR COAL iacne AND 
car 
“Box 1 


practice in sm — 
without surgery ; ver ; 
20 mi les from Lansing, Michigan. Box 1168 c % AMA. 


RESIDENT PHYSICIAN—TUBERCULOSIS ‘SANA. 
torium; salary $5000-$6000; maintenance; must 
eligible for North Carolina license. Fors 


be 
Sanatorium, Winston-Salem, North Carolina. 


WANTED — INTERNIST; ELIGIBLE FOR BOARDS 

e; work on salary with a 10 
group; acceptable will become a partner after 
boards ‘completed, Box 1322 C. % AMA. 


RESIDENT PHYSICIAN—FOR GENERAL ROTATING 
ear; $200 per month plus full 
Administrator, St. 
Joseph Hospital, Ohi Cc 


WANTED—FOR GENERAL PRACTICE: 
Le oe physician; to become associated w ith 

physicians, { a surgeon; location, Maryland; 

minimum guarantee and bonus. Box 1439 C, “% AMA. 


ANESTHESIOLOGIST — TO JOIN ESTABLISHED 
group; with hospital+ connections; na fees; vaca- 
tion time; permanent association. Box 1162 C » % AMA 


WANTED—SU RGICAL ASSISTANT; BY BOARD CER- 
tified general thoracic surgeon; salary open; would 
araret recent graduate willing to learn. Box 1415 C, % 


DRAFT 
other 
terms, 


‘edlical Poe Buwroaw 


FORMERLY ATH 
9 +h floors 16S N. 
@ ANN WOOOWARD, Director 


AE 


a (C70) GP; some 0B; consid. surg; 
priv prac New Mex $12,000, 
GP; act; Ww. 


hd’g own an excel 
inn 
DERMATOLOGY: ety preceptorship; priv pract; 


n 200, 

EENAT: Oto or EENT; ass’n; 25 man 
(G72) or Oto; one 4 

Diet. “and O h; v pract; twn 126,000; North- 
Central. (G73) ph = “EENT: ass cert oto: nr. 
NYC. (G74) Oto; dipl; Ige orp; twn 50,000; 
GENERAL | 95) Ass’n; sm. orp; assist 
urg; some OB; munity ar. NYC: to $14,000; 


recom. 


plant; Mich. (J32 e plant; twn 20 or 


= 
‘To. 


t; H 
in neurology; ass'n; old 


ortho 
(N 


man, outstanding a H 


80,000; attrac fer table m 
PATHOLOGY: (Peo) He. dept: bed hosp p; also 
serve Car. (P70) Dipl; 
dept; 300 ~ "hosp: dept to offer fee 
to 6 rural hosps; twn 50,000; $12,000 plus %; out- 
standing: sp; re- 
4% diag; med. sch. affiliations; E. 
te ead dent elinie; 
all hosps in new twn ,000 ; 
own fees ‘ben wk; particularly inter- 


hely recom 
PEDIAT ICS: (Q59) Ais’ t; under Bd ped; excel. 
id. consid male or 
600 a" n; 
hosp act; prtnship; city 175,000; 
(asi) Dip gig: Hd dept; 5 m 
twn 45,000; N Ass n; 


ass't to chief, dept 
research hi w/one of largest pharm. 
PsYcHiaTay: (R28) 120 priv. san; consid male or 
$500 plus maint for single or 


,000; 

$7) Chief; id dept; 
rH: (8?) $12,000: alse 


(T51) dept; hos dent: 
med sch. afMfili ation; (152), H 


twn 
PUBLIC HEALTH: 
PH nat 
Alaske. 
RADIOLOGY: 
500 beds; 


priv and hosp rad pract; 3 ¢ men; twn 
(754) Dip or elie: 25 man hosp twn 


35, exas. 
STUDENT HEALTH: (VIS) Direct dept. State Univ; 
students ; 24 bed infirmar ary; also ass't director; 
12 month appt; lovely univ twn; Central. 
= ay of these openings pt your requirements let us 
adividual for you. send for our 
ANALYSIS APPLICATION FORM. Strictly Confidential. 


(Continued on page 54) 
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GENERAL PRACTITIONER—TO ASSIST OR ASSUME 
i 
| 
| 
a 
t %; Ige Calif 
city; hgly recomm. ( w/4 holy qual 
surg and internist; grp pra 
NY. (K61) With spec. ing L 
estab 15 man grp; college n 25,000 w/outstanding 
; $12-$15,000; prtnship poss. W. 
56) Assoc; 12 man orp; 6 certified; $10,000; 
coll. twn 30,000; Tenn. (N57) Dipl or elig; 
ass'n; 4 man hosp orp; planning foundation; excel 
twn so. of Los Angeles. (N58) Dip! or elig; oy 
$$$ orp 8 hiehly qual men; Florida east coast twn 50,000. 
t ORTHOPEDICS: (0-51) Dipl. or elig; Direct dept; one 
| of the Mid-West’s most suce. grps; {7 men; Univ 
1 - $15,000. (0-52) To join 28 
will pay travel exp for inter; 
| 
um 
ive 
ucted in large, attractive, 
hout California; 3 weeks 
mid 
depe 
| 
| 
fairly ige 
12,600: % basis; SE. (153) Dipl. or elig; ass'n; 
excellent department housing; community interest: 
technical satisfactory budget; qualifications, 
medical tor, public health degree, experience in 
local health administration; salary, $10-000-$12,000. 
For further detail or interview, write: Dr. W. Law- 
rence Daves, 20) SE Third St., Evansville, Indiana. C po 
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Able editorial leadership. 


Outstanding contributions. 


AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Illinois. 


Please begin by subscription to A. M. A. Archives of INTERNAL 
MEDICINE with the next issue. 


$10.00 YEARLY 
$11.00 FOREIGN $10.40 CANADIAN 
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: \. ives 
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rack ai cane ge\* \ 
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AQUAPHOR 


TRADE MARK 


AN ABSORPTION BASE 


For the preparation of 


THERAPEUTICALLY EFFICACIOUS 
and 
PHARMACEUTICALLY ELEGANT 


OINTMENTS ann EMULSIONS 


§TART YOUR PRACTICE WITH 
THE RIGHT OFFICE RECORDS 


DAILY LOG 


Solves ALL Your Bookkeeping Problems 


A complete financial record book for physicians— 
designed by a physician. Reduces billing mixups 
—helps increase your income by catching all 
charges due —aids in keeping costs in line by 
giving you an itemized account of all your expenses 
—gives you all records needed for income tax 
return. Used by thousands of doctors for over 20 
years—recommended by leading medical journals. 


As a special “‘get acquainted” offer to doctors just beginning 
practice, the Dr. Colwell DAILY LOG for 1951 is offered at a 
° No bookkeeping training reduced rate. You can use this proved system for the remainder 
of the year at considerable saving. After a fair trial, we believe 
you will reorder for the complete year of 1952. We will gladly 
e Cost less than 2c per day send you details and descriptive booklet . . . without obligation, 
of course. WRITE 


F PUBLISHING COMPANY 


J.A.M.A., July 7, 1951 
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arge eastern state mental hospital *+ > appro 
excellent teaching program; training for boards. Box 1475 
C, % AMA. 


WANTED —ONE PHYSICIAN FOR LARGE OIL COM- 
ny, to operate medical —- unit for wor exam - 
ination of field employees. Box 1432 C, % AN 


INDU STRIAL PHYSICIAN—PENNSYLVANIA; ASSO- 


to service; well known concern; minor industrial work. 
Write Helen Buchan, Continental Agency, 
510 West Sixth, Los Angeles 14, Califor Cc 


GENERAL PRACTITIONER — JOIN 
formed Capitol Clinic group; may have complete 
artial private practice; new building Y ideal location; 1971 
Vest Capitol Drive, Milwaukee, Wise onsin, Contact: Dr. 
M. Margol es, 1346 North 12th Street, Milwaukee, 7 


THE SOUTH OFFERS EXCELLENT OPPORTUNITIES 

youn tors; we would enjoy finding the position 
you are seeking. Medical Placement and _— Service, 
768 Juniper Street, N.E., Atlanta, Georg c 


INTERNIST—NEW JERSEY; ASSOCIATE WITH DIP- 

te is specialty; fin ancial arrangements open. 
Wri e Helen Buchan, ¢ ‘ontinental Medical Bureau, Agency, 
310 ‘West Sixth, Los An geles 14, California Cc 


JEWISH HOSPITAL OF HOPE REQUIRES THE SER- 
vices of a time medical and resident 
physician; atieective salary; suitable accommodation 


and good prospe ll 
applications will be treated confidentially; applications 
must be in writing and addressed to: Mr. J. R. Bogante, 
KC, President of the Jewish go of Hope, 4465 St. 
Lawrence Boulevard, Montreal, Quebe ¢ 


INDU STRIAL PHYSICIAN—NEW JERSEY; GI "ARAN- 

minimum over $500 with private practice privileges. 
Write "Helen Buchan, Continental Medical ppaieg Agency, 
510 West Sixth, Los Angeles ‘i, Californ c 


personnel: for application blank: registration 
ee. 24 S. Los Robles Ave., Pasadena |, Californi Cc 


MEDICAL DIRECTORS WANTED — FOR PHARMA- 

ceutical houses in East; various locations; some offer 
top financial arrangements, Write Helen Buchan, Conti- 
nental Medical ag Agency, 510 West Sixth, Los 
Ange les 14, Californ c 


SHAY “MEDICAL “AGENCY 
55 E. Washington Street 


Chicago 2, Illinois 
ANESTHESIOLOGIST: We have placed several doctors 
with this splendid fre in anesthesia; 
they have a place for a qualified man; pay well. 


ASSISTANT: genl. pract; in lovely eity of Florida; 
EENT: 5 man orp; college town; wants qualified man or 


So-Central. 
FELLOWSHIPS: kh work in GP w/doctors of clinic, eac 
qual, specialist in his field; clin. is 
schi. preceptorship system; not 
intended to qual. men for spec. boards but rather 
intended to give man he is anticipating genl. pract., 
the opptny. of extensive in genl. surg., genl. 
med., OB and otol.; $300 to s 
GENERAL MEDICINE: To form nucleus 
of in community on 
Mississippe "River; $ later. 
GENERAL w/SURGERY: in south- 
state; $700 with A... ip; new 12 rm. 
. bldg. wy equip. etc.; 
is 


neve. TAN: establishment, well-known 
in $3600 a yr., rm. and 
auto. ; prac 
House PHYSICIAN: vorineipally to cover emergency rm; 
= « nthly.; 215 bed genl. hosp; Middle Atlantic 
INDUSTRIAL: full time; Ordnance Plant; North Central 
ate; sal. to $9000; urgen 
INTERNIST: (a) Certified men wanted for 7 m an gro. 
So; grp. organized over 30 yrs. ago. (b) to “gunee ate 
w/internist. take over pract. eventually; fine 


nostic clinic; $12,000 to start. 
osste GYNECOLOGIST. (a) 4 man orp Calif 
ire J 


r. with then, you can join 
specialist in very large practice; 0- 


Cen 
OPHTHALMOLOGIST: large, est. California clinic needs 
open. 
atient work; 10 i ; 300 bed hos 
PEDIATRICIAN: (a). certified ne with 
me mal training for Chicago well 
{b) 7 man grp. certified man; So. 
(ec) O cSvG specialist wants pediatrician to join 
him; s first; ptnership later; Calif. 
PSYCHIATRI T: 120 bed priva ately = 
SW; seeks man or woman phys; in 


$500 mo. and main. 
RADIOLOGIST: Certified or elig; to join 2 diplomates; 


RESIDENCY. SURGERY: Full board credit given; bulk 
ork will be genl. and thoracic surg.; fine opptny. 

affiliate w/good Univ note. in new med. center. 
PHYSICIAN: For 50 in Hawaii; 


involves assisting w, hosp. of —— 
and w/ GP a patient urgery, 
ept ork; n; 3 bedrm. uy for 


ent for 
STAFF PHYSICIAN : Fi For atomic 


ory th; 4 being 
carried on; salary interested in 


med. his spec. 
PHYSICIAN: good Indus. Phys. w/ 
ansas license; sal. will $7500 bracket; west 


central state. 
ores HEALTH: $8000 yr. in Ig. college; So; for 
ass 


rector 

SURGEON: jaseist Johns Hopkins FACS man; 7 man orp 
in South ge open. 

TUBERCULOSIS: ne of most modern TB sanatoriums in 
Fla. has open. for resident phy; ‘$400 mo. ple plus main. 


(Continued on page 56) 


ciate with present staff a replacing man called 
CALIFORNIA MEDICAL BUREAU AGENCIES; 
Mfgrs. of Elastoplast and Basis Soap V 146 
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For every antihistaminic indication 


The usefulness of Pyribenzamine 
(tripelennamine) for relieving many 
allergic symptoms has become established. 
Over seven hundred published reports, 
extensive clinical use, and widespread 
professional preference attest to its efficacy 
and reliability. In any allergic condition 
where an antihistaminic is indicated, 
Pyribenzamine may be depended upon for: 


Maximum allergic relief 


with minimal side effects 


Jatlels Elixta 


Pyribenzamine Pyribenzamine 
hydrochloride—50 mg. citrate—30 mg. per 4 cc. 
Effectiveness demonstrated in (approx. teaspoonful) 


hundreds of clinical reports Pleasant-tasting and compatible 
with thousands of patients in most compounded prescriptions 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N.J._ - 
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oe — ESTABLISHED MAN IN CHICAGO 
excellent training to young man interested in this 
sea Write Helen Buchan, Continental Medical 
Agency, 510 West Sixth, Los 14, Cali- 

Cc 


WANTED—YOU NG PHYSICIANS; FOR INDUSTRY, 
hospitals, radiology, pathology, ‘student health, etc. 
Brown’s Medical i 7 East 42nd Street, New York. 
New York. c 
CALIFORNIA AND WESTERN STATES com. 
pletely covered; openings in general een and in 


specialt es; clinics, associati ons and opportunties for 
independent Write: Pacific "Coast Medical 
Bureau, Age 1406-1412 703 Market 


Street, San. 3, Californ 


MEDIC AL ‘DIREC ‘TOR—FOR INDUSTRIAL CONC ERN 
having 7 branches; physicians at branches under medical 


dical services; n 
Buchan, Continental Medical meres: Agency, 510 West 
Sixth, Los Angeles iM, Californ nia, ( 


ODWARD 
Medical Personnel Burcaw 


FORMERLY ATNOE 

9th floor e185 N. WABASH CHICAGO | 

SELECTED ANESTHESIOLOGY OPENINGS 
B76) ‘‘Top Secret’’ Gov't appt; cold area........ $20,000 
B77) 300 bed hosp; priv pract basis; Ind......... $12,000 
B78) Hd. dept; prefer Dip; 365 bed hosp; N. Y..OPEN 
: man arp; high income; Texas “ere OPEN 

B80) 275 bed hosp; priv | Ce OPEN 
B81!) Direct dept; 600 be sp; Med. Sch; N. Y..OPEN 
B82) Join 5 Anes; priv pract 6 .. OPEN 
B83) Chief; 700 bed hosp; univ faculty appt; So. OPEN 
B84) Hd. dept; 200 bed : Mich. .OPEN 
B85) H ept; 16 man grp; excel twn; Wise...... OPEN 
B86) Chief; very Ige univ hosp; Calif............. OPEN 
B87) 25 _ hosp; ollege twn 100,000; lowa....OPEN 
B88) H ; 300 hosp; ‘ 2 ae OPEN 
B89) Hd d dept: " well estab orp- ¢ hosp; Calif. ....OPEN 
B90) Asso’n; priv pract, Ane ity; Tenn....OPEN 
B91) Dipl; Ass'n; ioe arp; ity OPEN 
B92) Hd. Dept; new 200 sp: Northcentral. OPEN 


If none of these openings meet your requirements let us 

prepare an individual survey tor you. Please send for our 

ANALYSIS APPLICATION FORM. Strictly Confidential. 
INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for intern 
ships and the + approved for residencies in speci- 
alties by the Laneee on Medical Education and 
Hospitals of the A. M. A. Consult Council’s ap- 
proved list for types of internships and residencies 


approved. 
—SEX MAN UAL— RESIDENCY IN PSYCHIATRY — AVAILABLE SEP- 


FOR THOSE MARRIED OR ABOUT TO BE tember 1, 1951; in fully a gr pee peste 
n t onferences ; 


Wri oD hospital + neaik open staff; weekly teaching ¢ 3 
ritten for the Layman house service in which active therapy is conducted b 
Fifth Edition, Revised. A medical best seller resident; medical school affiliation insures instruction in 
Twelve printings, 400,000 copies. basie aspects of neurology and psychiatry; stipend $200 
By G. Lombard Kelly, A.B., 8.S.Med., per month plus complete single maintenance. Apply giving 

President’ and of Anatomy. brief biographical sketch and references to: John W. 

College of Goer sere Bi 1038 Henry Clay Avenue. 
; ei x a foreword by New ‘Orleans, Louisi D 

tt, B.A... M.D., Professor 
eorgia. as soon thereafter as available; in neuro surgery; 
Nothin Could Ethically distributed. Sold only to a: pathology. obstetrics, internal medicine, our 
gery, radiology an pediatrics; a@i80 availa residencies 
\G medical nurses, ical in internal medicine September Ist and October Ist. For 
: vokstores or on physician’s prescription. information write: Robert Packer Hospital*+ and Guthete 
Be finer! | edhered to. Clinic, Sayre, Pennsylvania. 
ome o e 25 chapters cover sexua 

lubricants, use of condom, fi PEDIATRIC RESIDENCIES — TWO; APPROVED 

$8.95 TO $ gasm delay by local anesthesia, impotence, from New York City; excellent maintenance; either 

ds) sex; stipend $150 por tort open July 

aper cover . words), ; Oc ; Jan. |, ; for > 
a you! 12 oe. Single copy. 766; 2 to 9 copies, 6 month appointments. Inquire: Mrs. D. O'Neill, 
White Shoe L 66c ea.; 10 to 24 copies, 6le ea.; 25 to Roseville Avenue 

A Pair of White Shoe Laces 49 copies, 5le ea.; 50 to 99 copies, 46c _ Hewat, D 
ea.; 100 or more, 4c ea. POSTPAID. CHIEF RESIDENT WANTED- FOR GENERAL SER- 
Terms: remittance with order; NO vice; at The Methodist Episcopal Hospital,* Philadel- 
compliments a pair o - ae C.0.D.’S. Satisfaction guaranteed. Retail phia; 235 beds; approved by ACS and for interns by the 
illustrated leaflet of 23 styles. price, $1.00 to patients, in medical book- AMA; $200 per month and full maintenance. For further 
stores, or when sold on prescription, information, write, Dr, rank, Prentzel, 
Dep t. 25 scriptive folder on request. Philadelphia D 

THE CLINIC SHOEMAKERS MEDICAL SUPPLY COMPANY JB) GexckaL PRACTICE RESIDENCY — AP- 
1221 Locust St. ° St. Lovis 3, Mo. P. O. Box 1168A Augusta, Ga. proved; available July, 1951; medical null vffiiiation. 
175 beds; only graduates of class A_ school considered. 


Apply: Superintendent, St. Francis Hospital, + 


Springs, Coloracde 


RESIDENTS IN PSYCHIATRY — THREE YEAR 

approved residencies with organized cares curricu- 
lum and well-balanced clinical assignments; at VA 
hospital, State Hospital, and Mennin ner Hospital + 


and  Outoatient in write 
Here is a bag your favorite physician will find both of Paychiatry, Topeka. Kansas ee D 
distinguished in appearance and practical in use. — 
ented “OPN-FLAP” © feature allows the bag to be AVAILABLE — SECOND YEAR SURGICAL RESI- 
dency; 200 bed general hospital *+; AMA fully ap- 
opened to the full length and width of the proved 3 year a residency training; out patient 
. ++ Zips closed easily without clinics; $175 month and maintenance. St. 
Ho spital, Cincianatl, Ohio. _D 
° Pay Card Holder * 2 End Pockets for Records etc. tal +; approve ea: superior opportunity for graduate of 
= Saniter Rubber Lined * Side Pocket—Adjustab dye. class A college and hee ital; full maintenance; interview 
Heavy Duty Zipper & Lock Solid Leather, Natural Grain A and Kar Hospital, 2009 Lex: 
Colors: Army Russet, or Black 
Size cine; opstetric gyneco 
House & den, Esquire and others. / Send for Brochure and Name of Your Dealer 


NATHAN PRODUCTS CORPORATION ® 2155M PROSPECT AVENUE . NEW YORK 57, WN. Y. (Continued on page 60) 
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YOU, Doctor, are the best judge, so 


BELIEVE 
YOURSELF! 


With so many claims made in cigarette advertising, 
most doctors prefer to judge for themselves. 
So, Doctor, won’t you make this simple test? 


Take a Puitip Morris — and any other 
cigarette. Then, 
Light up either one. Take a puff —don’t 
e inhale — and s-l-o-w-l-y let the smoke 
come through your nose. 


Now do exactly the same thing with the 
e other cigarette. 


‘ 
> 
q 


Then, Doctor..... BELIEVE IN YOURSELF! 


PHILIP MorRRIS 


Philip Morris & Co, Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 
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ONTROL 


BLOOD VOLUME 


Restoring Fluid Volume 


Plasma infusions, and transfusions 
of whole blood, often make it pos- 
sible to restore the circulatory vol- 
ume satisfactorily without further 
ado. Sometimes the regulation of 
water and salt intake will bring about 
a satisfactory adjustment. Sometimes 
not. Sometimes all of these measures 
fail; under certain conditions, it 
becomes difficult or practically im- 
possible to achieve a satisfactory 
response without repeated infusions, 
time after time, or the use of addi- 
tional measures and long continued 
treatment. 


Practical Problems 


The problems of management are 
complicated by the fact that blood 
volume is difficult to measure accu- 
rately, and because there are no 
simple guides for determining what 
volume is “normal” for the individ- 
ual to begin with. “The best that one 
can do” according to a recent report 
by Price “‘is to say that normal active 
human adults, with average phy- 
siques, have plasma volumes equiv- 
alent to between 4 and 5 percent of 


the body weight and hematocrit val- 
ues for venous blood of 40 to 50 
per cent.”! Price notes that Noble 
and Gregersen? and Gibson and Evans® 
“*have found the range of variation 
in groups of healthy men and women 
actually to be much greater than 
that.”’ Price points out that calcula- 
tions of blood volume from the body 
weight are only rough estimates, and 
that they may be misleading because 
there is no definite or constant ratio 
between body weight and total b!ood 
volume.! 


Theoretical Problems 


Control of blood volume is further 
complicated by the number of physi- 
ologic mechanisms involved, their 
conflicting influences, and our im- 
perfect understanding of the factors 
themselves—and the ways in which 
they bring about a dynamic equilib- 
rium. Studies on the anterior-pitui- 
tary adrenocorticotropic hormone 
(ACTH), and the adrenal cortex hor- 
mones, promise to clarify some of 
the problems. Other studies that have 
a bearing on this subject are those 
dealing with the influences of the 
antidiuretic hormone (of the posterior 


pituitary). But one of the latest re- 
ports on the antidiuretic hormone 
has added something to be explained: 
it was found that the secretion of the 
antidiuretic hormone was—paradox- 
ically—stimulated rather than dimin- 
ished after a high electrolyte concen- 
tration had been produced by the 
mineralocorticoid, desoxycorticoste- 
rone acetate. 

Studies on ACTH have indicated 
that this hormone may be useful in 
increasing and maintaining the circu- 
lating volume after plasma or blood 
has been lost. It causes the retention 
of sodium (and therefore water). In 
clinical application, however, this 
effect does not take place until 24 to 
72 hours after administration is be- 
gun. Consequently it is essential that 
established measures, such as infu- 
sion of plasma or transfusion of 
whole blood, be employed immedi- 
ately after severe decrease in the 
blood volume. 


Disadvantages of Delay 


The dangers of delay in restoring 
blood flyid after conspicuous losses 
—when vascular collapse is immi- 
nent—need no further emphasis. Not 
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Circulation problems 


so generally recognized is the fact 
that delay—in more common but 
less critical situations—actuaLly 
makes it difficult to restore the circu- 
latory volume to the original level. 
Price! emphasizes the importance of 
this fact in the report cited previously. 
It would seem that failure to replace 
fluids promptly makes it difficult to 
do so at all because the patient’s 
‘adaptive’ or “compensatory” proc- 
esses have adjusted his physiologic 
functions to operate in accord with 
the new blood volume. Once these 
adjustments have taken place, at- 
tempts to increase the blood volume 
suddenly are “‘resisted”’ in an effort 
to maintain the equilibrium at the 
new status. These principles have 
important practical applications. 
They indicate the need for replacing 
blood and plasma, volume for vol- 
ume, as the losses occur. “Many 
conditions, surgical and medical, are 
characterized by reduced blood vol- 
ume. Restoration of blood volume 
to normal is an important part of 


the rational, successful treatment of 
those conditions. Good preoperative 
and postoperative care includes con- 
trol of blood volume.””! 


Lyophilized Plasma 


Portable, and stable without refrig- 
eration, LyYovAC® Normal Human 
Plasma (Irradiated) is prepared from 
fresh, citrated, human blood of care- 
fully selected donors, according to 
the requirements of the National 
Institutes of Health. The plasma is 
pooled, irradiated to reduce the risk 
of homologous serum hepatitis, rap- 
idly frozen, dehydrated from the frozen 
state under high vacuum (the lyophile 
process), and sealed under vacuum. 

Lyovac Normal Human Plasma 
(Irradiated) is supplied desiccated in 
vacuum bottles to yield 50 cc., 250 
cc., and 500 cc. of irradiated normal 
human plasma (containing approxi- 


. . and delay in replenishing the blood fluid makes it difficult 
to restore the original circulatory volume. 


mately 660 mg. of gamma globulin in 
each 100 cc.), or small quantities of 
hypertonic plasma (with proportion- 
ately higher gamma globulin content). 

The dosage of plasma will vary 
greatly, depending on the reduction 
in blood volume. Although more 
exact methods of measuring plasma 
requirements are available, they are 
technically difficult, and the dose is 
mostcommonly determined by meas- 
urements of the blood pressure, 
plasma protein concentration, hema- 
tocrit and hemoglobin readings. 
Plasma infusions are frequently given 
until those measurements are brought 
within the normal range. 


1. Price, P.B.: Volume in Health and Disease, 

J.A.M.A. 145:781 (March 17) 1951. 

. Noble, R.P., and Gregersen, M.1.: Blood Volume 
in Clinical Shock, J. Clin. Investigation 25:158 
(March) 1946. 


N 


Gibson, J.G., and Evans, W.A.: Clinical Studies 
of the Blood Volume, J. Clin. Investigation /6:317 
(May) 1937. 


Sharp & Dohme, Philadelphia 1, Pa. 
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AXD BOARD AP- 


Ist; 342 beds. Apply: 
dist Hespital.* + Brooklyn. New York 
"ROTATING RESIDENCY—JULY 1951; $200 PER 
meath addition te full maintenance 
— ‘mast be 
A i. Kauffman, 
Hosp. tal. New 


THERE Is pt om OPENING IN EACH OF THE 

following Residencies; at Northwestern 
pital,* + Street. 
medicine. 


AMERICAN 


inneapoli s 7, Minnesot 
surgery. OB-GYN and pathology: the stipend i: 
$2468 per year pies maintenance, if living in. Dd 


$130 month 


ona RE Dr. 3. W. Howard, Dela. 
ware Hespital.+ + D 


RESIDENT IN UROLOGY — PROGRAM: 
position available July ist oF after. Director 
Hermann Hoespite!.*- Texas Medical Gum Houston. 
Texas. D 
APPROV ED RESIDENCY—IN GENERAL 

mow available: salary $250 per 
+ Muskegon 


GEN- 


WANTED IMMEDIATELY—RESIDENT AL. 
eral surgery: abundant — 
ix month. plus full 


hospital* + ; in all fully approved for 
ew Jerse 


WANTED — a FOR THREE YEAR AP- 
proved eve, ear, and throat Mpg 

teaching in New York City; 

wed medical school and yay in 

ed heapitt 75 per month and full maintenance. 

Box 1482 D, % AMA. 

APPROVED IES—O 
otolaryngok 

admissions 

head and neck surgery. 


PHTHALMOLOGY AND 
; opening in otolaryngology July Ist; 6000 
50,000 "dinie visits; active services in 
plastic surgery and endoscopy. 
ly: Superintendent, scopa 
Hospital,+ 1147 St.. NW, 
of Columbia. 


RESIDENC IES 1, 
approved residencie 


. Ear and 
Washington 5, 
1951; 


enology, 
P cathe: “Whitelaw Hunt. 
further informati 


USING THESE 


ple copies 


FREE SERVICES ? 


and a posta 


mail the card to order in quantity. 


food preparation 


____.C 958—Child’s Color Book. 


and adults. 


FOOD-ALLERGY GUIDES 


PEDIATRIC FEEDING DIRECTIONS 
(Birth to 3 mos, 3-6 mos., 6-10 mos., over 10 mos.) 


Easy to use, complete. Each contains: Formula or diet charts; food lists; 
methods; weight record; s 
next appointment, etc. May be imprinted with your name and 


___C 848—1 set Feeding Directions. 


A GIFT FOR THE YOUNGSTERS! 
An 8-page book to color. Yours—to give your young patients. 


NORMAL AND GAINING DIETS 


On one perforated sheet are easy-to-follow directions: (1) For those who 
need to GAIN WEIGHT; (2) For those with no weight blems, but 
who need to IMPROVE THEIR DIET. Flexible enough for children 


___.C 4553—Normal and Gaining Diets. 


Nutritionally sound diets for adults and teen-age girls. These practical, 
easy-to-follow guides (in booklet form) give wide food choice, menus, recipes. 


———_C 3049—*“‘Low-Calorie Diets” for adults. May be imprinted. 
—___C 966—*“*Through the Looking Glass” for teen-age girls. 


Wheat-Free, Egg-Free, Milk-Free and paneeeite diets; 14-Day Food 
Diary. give allowed and forbidden foods 
recipes. Diary contains spaces to record foods, symptoms, medications. 


—_—_C 2143—Alllergy Booklet. Contains copy of each of the above. 
PURINA COMPANY 
0 Checkerboard 


ces for your directions, 
address. 


menu guide, special 


. &. Levis 2, Mo. 


City 


State 
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throughout year; ro services; exce 
teaching staff; embers; bed hospital * +; 


board m 
monthly plus fuli maintenance; write for bro- 
ryt explaining training program. Box 1483 D, % 


WANTED—MEDICAL FOR APPROVE 
program to covers tuberculosi 
and in ated county nospital applican 
accepted January Ist or Apoly: Californ 
‘Angeles 1 


for 
1414 South Hope 
nia. 


Calif 
$4400 large tern mental hospital * +; 
pproved; teaching ; training for boards. 
Box 1480 D, % AMA 


month year: full m 
roster, St. Laboratory, St. Francis 
Hospital, Pittsburgh 1, Pennsylvania. D 


RESIDENCY FOR GENERAL 
able immediately; 161 yl hospital; just — 
oe county practice; $300 month and maint 
pply: Administrator. Magic “Valley ‘Memorial Hospitel 
Tein Falls, Idaho. D 
AVAILABLE ORD Ww. LONG HOSPITAL* + : 
Georgia; residency in internal medicine; pre- 
"2 years in internal medicine; 
1 month and complete maintenance; address in- 
quiries” to Medical Director. 


RESIDENCY IN SURGERY—EXCELLENT SERV- 
ice; $250-$400 per onth; depend 
internship available. Apply: Dr. 
Pos 
Hospital.++ Battle Creek, Michigan. 
AVAILABLE — RESIDENCY UROLOGY; AMA AP- 
ear; ey 450 bed general hospi - 


prow y 
tal *+; active urological service; Evanston, Illinois; ee 
qualifications and states. Box 1469 D, 


RESIDENCIES — AVAILABLE JULY 1, TO 
graduates of class A medical schools; 
obstetrics and 


Dital. Youngstown, 


RESIDENCY—JU LY 1, 1951-JUNE 30, ROTA- 
ting 126 ~ gil ‘alary main- 
enance ; schools ; working 
knowledge The Polyclinic Hospital, 6606 
Carnegie Avenue, Cleve rland 3, Ohi ae 


UROLOGY RESIDENT—2 YEAR APPROVED RESI- 
dency July 1, 1951; exceptional 
busy board dip urologists; full main- 
months Mount Sinai Hospital,* + 

Chicago 8, Illinois D 


PSYCHIATRY AND “NEUROLOGY RESIDENCY— 
available July 1, #951. St. Luke’s Hospital,* 
__Chicage 5, Medical Director. 


PATHOLOGY NOW; AP- 
roved 1 and pease: Ils and lau ; $150; 180-200 

autopnies and 5000 s Write: J. W. 

Hen MD, 8t. Francis Hospital,+ Evanston, Illinois. D 


APPROVED DIAGNOSTIC RADIOLOGY RES!I- 


ar ‘mai also apy and cancer clinic; $ fen 
year: maintenance; 5'2 day week; transportati 
August ist. Aoply : Douglas Gain, 


"St. Monica’s ospital,«+ Phoenix, 
RESIDENC IES IN ad MEDIC INE—AVAILA- 


gyn 
roved general App St. Elizabeth 
0. 


t 
pital Assn., 1755 8. Grand Blvd., St. Louis 4, Missouri. D 


TO ENTER [APPROVED 
aing progra ychia urolo t 


atic neral hospita 
i iatric hospital; 
interviewin under sti- 
. for approved 3 y 
ing to to certification. David C. Wi MO, Uni 
po og of Virginia Hospital,* + Charlottesville. vir. 


APPROVED RESIDENCY IN PATHOLOGY—AVA AIL- 
now; 44 hospital,*+ $225 monthly 
es, full maintenance. ite: Superintendent, Sacred Heart 
tal, Allentown, peau ania. D 


WANTED—RESIDENT: FOR OPH. 
and o EET 


starting sa in Mist Son’ 


WANTED — 
nal Medicine and Pathology; AMA 
ved; wanted also 2 ; approved 
dencies in surgery, psychiatry and obstetrics-gynecology 
are filled. 200 beds. Apply: Doctor Sur Babington, 
Herrick Memoria! Hospital, #4 Berkeley ri California. D 
~ WANTED — RESIDENTS IN pAnee GENERAL 
hospital *; on; long or short 
eds of service available; ideal tor doctors» wait- 
ng Service or specialty tr 
Superintendent, Mercy Hospital, Springfie Massa- 


IN INTER- 


BOARD APPROV ED 1ES— AVAILABLE 
internal medici 1951; 

program. Apply: Chief, 1 Department or, Manage 

St. Luke's Hospital, thethichem, Pennsylvania. 


SURGERY RESIDENCY — OPEN JULY FIRST; 
stipend $260-$315 per month; 


Bo 


t General aceredited 


x 1457 D, % A 
RESIDENCY IN INTERNAL MEDICINE “THREE 
to begin July 1, 1951; affiliation 


t; 
with University of Michigan for 2nd year. ADI ly: 
intendent, Hurley Hospital,* + Flint, Michigan. 


(Continued on page 64) | 
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why more physicians specify 


DIAPHRAGM 
and JELLY 


for dependable contraceptive action 


An ever-increasing number of physicians are speci- 
fying Lanteen whenever protection from pregnancy 
is considered advisable because: 


UNIQUE FORMULA OF LANTEEN JELLY 
OFFERS CONTRACEPTIVE POTENCY-PLUS 


Lanteen Jelly exerts the most rapid contraceptive 
action recordable by the Becker and Gamble tests. 
It combines widely accepted spermicidal agents 
with hexylresorcinol—a highly active spermicide 
which has been found to be a potent bactericide 
and one of the least toxic of the alky! substituted 
resorcinols.! Lanteen Jelly is safe and actually 
soothing to sensitive b ins stable 
at room temperature. 


Lanteen Jelly contains: 
Ricinoleic Acid, 0.50%; 
Hexylresorcinol, 0.10%; 
Chlorothymol, 0.0077%; 
Sodium Benzoate and 
Glycerine in a Traga- 
canth base. 


THE LANTEEN DIAPHRAGM AFFORDS EFFICIENT 
AND RELIABLE MECHANICAL PROTECTION 


The flat spring rim of the Lanteen diaphragm, 
forged from the finest watch spring steel, is col- 
lapsible in one plane only—it firmly but comfort- 
ably holds the diaphragm in place regardless of 
changes in body position. The Lanteen diaphragm 
is easily placed without the aid of an inserter. 
Made of the highest grade natural unbleached 
rubber, the Lanteen diaphragm assures durability 
and dependable protection. 
For added confidence in the contraceptive method 
you prescribe, specify Lanteen Diaphragm and 
Jelly—designed to provide maximal effectiveness 
with minimum inconvenience. 

1. Leonard, V.: J.A.M.A., 

83:2005 (Dec. 20) 1924. 


“Improved Method of Contraception”’—12 -page 
full color illustrated brochure free on request. 


LANTEEN MEDICAL LABORATORIES, INC. © 2020 Greenwood Street © Evanston, Illinois 
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AUREOMYCIN 


Hydrochloride Crystalline 


Effective against many 1 

bacterial and rickettsial infections, 
as well as certain protozoal Y 

and large viral diseases. 


. 

The Proctologist working always in a con- 

taminated field, finds his task lightened by the use of aureomycin, 


V 146 


which has a marked inhibitory action on the intestinal flora. In 
operations on the anus and rectum, as for example in the repair of 
lymphogranulomatous stricture, the preoperative and postoperative 
employment of aureomycin will greatly aid in smoothing the path 


of convalescence. 
Capsules: 
Bottles of 25 and 100, 50 mg. each capsule: 
Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: 
Vials of 25 mg. with dropper; 
solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION american Cyanamid company COMPANY 
30 Rockefeller Plaza, New York 20, N. Y. 
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hal 
you smoke 


@ As a doctor, you are familiar with = own “T-Zone”. Compare Camels for 
the confirmatory tests necessary to  mildness and for flavor. See if the 
prove a fact. Why not apply this prin- — 30-Day Camel Mildness Test doesn’t 


ciple to your choice of a cigarette? — give you more smoking enjoyment 
Why not make your own 30-Day Camel _ than you've ever had from any other 
Mildness Test? cigarette! 


It’s a sensible cigarette test! No 
tricks — no one-puff decisions! You 
smoke Camels regularly—for 30 days. 
Then you decide! Yes! Make a thor- 
ough day-after-day, pack-after- pack 
test of Camel’s choice tobaccos. Find 
out over a reasonable period of time 
how mild a Camel can be—how good 
tasting Camels are! Find out in your 


R. J. Reynolds 
Tobacco Company, 
Winston-Salem, N. C. 


Smoke Camels vaan 
OTHER 
CIGARETTE ! 
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Make your own 3 
in your own to 
for taste. if you don't change *° 
camels for keeP> 


NEW EASE 
OF OPERATION... 


NEW COMFORT 
FOR THE PATIENT 


NOTHER outstanding table in the 
new Ritter line of Multi-Purpose 
tables, the Ritter Specialists Table, 
Model B, Type 8, is designed pri- 
marily for the doctor whose practice 
requires a general examination and 
treatment table, but specializes in 
either gynecology or urology. Like 
all Ritter Tables, a minimum of effort 
is required for adjustment. Table tilt 
is controlled by hand-operated fric- 
tion lock (foot tilt optional). The 
Specialists Table is easily adjusted to 
any required position from full hori- 
zontal to chair. Patients are brought 
up to convenient examining level 
quietly, rapidly, smoothly by a motor- 
driven, hydraulically elevated base. 
The Specialists Table has a low posi- 
tion of 2614” and high position of 
4414". Table tilts 45° head low. Ex- 


clusive Ritter designed automatic 
locks on head, back, seat and front 
sections assure ease of positioning 
and full security. Rotates 180° on 
sturdy base which prevents accidental 
tilting. Stirrups are completely con- 
cealed when not in use. Patients 
enjoy the comfort of resilient sponge 
rubber cushions with vinyl coated 
nylon fabric covers. 


The Ritter Specialists Table is 


equipped with adjustable headrest, 
perineal cut-out, stainless steel irri- 
gation pan and retractable stirrups. 
Optional equipment at slight addi- 
tional cost includes explosion-proof 
motor, arm board support, side rails, 
knee crutch set, strap hanger crutch 
set and hand wheel operated gear tilt 
mechanism. Available also in foot 
pump 


VISIT YOUR RITTER DEALER FOR A DEMONSTRATION NOW 
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AV JULY 1, 1951—FULLY APPROVED 
ating internships ; 

surgical $225; 
tal*+; hospital insurance coverage; ; 
a lau ndry. Anew: irector, Pontiac General Hos- 
pital, Pontiac, Michiga D 


RESIDENCY IN GENERAL SURGERY—FOR JuN- 
ior resident; beginning July |, : 
ing program approved by t =. 
ciation, the American mn of Surgeons 
American Board of wees bed general hos- 
pitas Apoly: Superin ndent. The Toledo 


Ww ANTED—RESIDENT; AND ONE ASSISTANT 


West Baltimore General Hospital,*+ Baltimore, =—s 
— SE STAFF OFFICERS—300 BED GENERAL HOS- 


residents $200 plus 
single maintenance. Pz House Staff Committee, Grant 
D 


Hospital, Columbus 15 


SECOND YEAR INTERNSHIPS — AVAILABLE 
throughout the rotati excellent 
staff; board m + 
$200 monthly plus full Write 4. 
rr training programs. Box % 


PATHOLOGY RESIDENT— ACTIVE 300 BED 

Hospital; 3 a 1. Apply: Le, 

_ Passaic ¢ General wee, Passaic, New iV) 
INTERNAL MEDICIN AND 

mit 


tal, 280 MacArthur Blvd, Wert ‘Oakland, California, Dd 
APPROVED — INTERNAL MEDI- 
ine; uro tetr 


members; 50-$200 plus 
full maintenance. Write Box 1418 D, 


RADIOLOGY—APPROVED RESIDENCY; AVAILABLE 
immediately; teaching hospital,* + connected with medi- 
cal school. App vi =. J. Eeenik. Mount Sinai Hospital, 

Chicago 8, Tiling D 


INTERNS — AND 
pediatrics; residents; Starting July |, 1951; 
approved residence trainin ares, university affiliated 

hospital. Teor Feri y: Executive 

pital, enth Avenue, Brooklyn, New 


Sonning July 1, 1951; 
bed hospital. Apply: Administr trator, Good Samaritan 
Hospital, Cincinnati 20, Ohi D 


RESIDENCY IN GENERAL PRACTICE--ONE TO 

y: e of Graduate : 
cones. University of Colorado Medical School, Den. 


J.A.M.A., July 7, 1951 


ROTATING. INTERNSHIPS — AVAILABLE FOR ONE 


uniforms, : 
pital,’ New Jers 


OBSTETRICS AND GYNECOLOGY RESIDENCY— 
fatty approved; Northwestern Medical Schoo! afilia- 
43 beds; available July 1, 1951. Apply: Ad- 

Evanston Hospital, nois. D 


TWO PENNSYLVANIA STATE APPROVED INTERN- 
ships available; July 1, 1951; — general hospital * 
modations and planned 


ca g 4 
Apply: Sacred Heart Hospital, Norristown, Pennsylvania. »D 
— FULLY APPROVED 


3 year ; 800 general hos 
tive "inpatient and outpa an X-ray fac 
search ing; Hath imaintene nance and sti 
Apply Medical” Direetor, Mic eese 
29th and Ellis Ave., Chicago. 16, 


WANTED—RESIDENT AND RESIDENT 
physicians; in eo surg and research; in new 
complet 00 bed teaching tuberculosis ‘unit of Univer- 
sty Medical Center group. yA Tuberculosis Hos- 

tal, OSU Ca ampus, Colombes ‘0. Ohi D 


NESIDEXCIES IN OPHTHALMOLOGY “AND OTO- 
—EENT Hospital+ graduates of approv 
with internships; 1,431 admissions; 442 
lectures ; conferences ‘ward $100 per 
mont th; maintenance. "Box 1340 D, % AMA 


AVAILABLE — INTERNSHIPS AND RESIDENCIES: 
July 1, 1951 ACS approved 373 bed gene eral 
hospital * + ; in medicine, surgery, obstetrics 
and gynecology, pathology, radiology; fully approved 1-3 
years and unlvesatie affiliation: desirous of making ap- 
intments at early date. Apply: Chairman, <i ogg 
Training Committee, Aultman Hospital, Canton, Ohi D 


ANESTHESIOLOGY RESIDENCY — CORRELATED 

with other residency teaching; supervised by 3 medical 
anesthesiologists; $1500-$1800; maintenance. William J. 
Martin, Jr., MD, Director, Department of Anesthesiology, 
St. Vincent Hospital. Worcester, “Massachusetts. D 


SITUATIONS WANTED 


ROLOGIST — 34; MARRIED; VETERAN; BOARD 
eligible; have completed residency in large charity =? 
pital; desires practice or —- in = section 
available January Ist. Box 1513 I, % AM 


RADIO LOGIST — CERTIFIED; DIAGNOSIS Ry 3 
training and experience; vetera 
res location in Northeas pital, group or souneiation 
with radiologist. Box 1504 I, % AMA. 
"DOCTORS BEING TAKEN BY EMERGENCY DE. 
sire to place their clinie manser with es ished 
group; he is im all 
ness mana — t, public rotations, planning and 
a ministration; ersed in lfabora- 
and phys iotherapy experienced 
capabl with group of medical men; 
prefers west or Rocky Mcuntain area. Box 
i, &% AMA. 


YOUNG SU RGEON— UNIVERSITY TRAINED; BOARD 
ee: available Janua’ sires affiliation ; prefers 
r 50,000; excellent recommendations. Box 1510 I, 


SURGEON CERTIFIED, FACS; VETERAN; 
er 


aft cat ry ; e need as chief surgeon for 
large hosp desires association wi p or other 
surgeon, Mid-West. Box 1499 AMA. 


Sou ade-A medical school ; 
ting year ‘obstetrics residency, 
a 27 months Naval service; desire association or 
assistantship Southeast, “especially North Carolina. 

_ Sex 1515 AMA. 
PARTNER WANTED — MEDICAL-SURGICAL PART- 
nership wanted; or location in area having or planning 
community "will private hospital partner- 
ship. Box AMA 


SURGEON | ay MARRIED: "MILITARY STATUS 
iy training; chief resident 650 bed 
hospi + eligible; main interest peripheral vascular 
lignan nt considerable experience in gastro- 


ronchoscopy; available personal interview July lst; de- 
or location midwest, far west. Box 
A 


OBSTETRICIAN. GYNECOLOGIST “BOARD ELI 


vi 
Indiana; well trained OB-GYN sur- 
Re residency; 2 years private 
ial teaching experience: licensed 
ichigan, California, Box 1467 I, % AMA, 


WANTED RESIDENCY, “OR PRECEPTORSHIP: EYE 

r EENT:; versatile, mature 14 months basic 
weintan EENT; year residency ENT; 6 months preceptee 
eye; available july. Box 1284 I, % AMA. 


EARLY 


forties; category 1V; family; ment large 
hospital; experienced lar 
surgery, endaural surgery; association, 


1481 


GENERAL PRACTITIONER — DESIRES SALARIED 
position; anywhere suitable; successful private —— 
icago; graduate class A American sc . 

family; category 4; must be permanent and offer 1 future. 

Box 1471 I1,%A AMA. 

GENERAL SURGEON—32; FIVE YEARS TRAIN- 
desires association 
er draft exempt, available immediately. ‘Box 
1461 1, % AMA. 


REC ENT GRADUATE—DESIRES ASSOCIATION WITH 
GP; prefers southern resort town, seacoast or mountains; 
ida; North Carolina license; not es sur. 

gery; completed military service. Box 1492 I, % A 


(Continued on page 66) 
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. a 
enterology and gynecology; training includes fractures, 
number; monthly stipend $175 plus maintenance; allowance; 
surgery; neurosurgery; orthopedics; pathology; general 
500 bed | excelent 
Box 
bed fully approved hospital. Contact: Director of House 
Staff Training, Lutheran Hospital of Maryland formerly 
gram; still has several vacancies for rotating and straight 
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More hours 


of allergy relief 


Re Pee ee uh 8 to 24 N. ordinary antihistaminic, this, but a new compound having a 

Sh aR ide piperazine sidechain rather than one of the conventional types—a 
os . fro m compound noted for its prolonged action. The name is Di-PARALENE 

Hydrochloride (Chlorcyclizine Hydrochloride, Abbott). 

52 Od Numerous clinical reports attest to the longer lasting allergy 
" ' a sing le dose relief with Di-PARALENE. Brown et al.! administered chlorcyclizine 
BS <P: to 186 patients, considered it to be one of the most effective anti- 

histaminic drugs yet studied. 


Clinical studies show, too, that because of its low toxicity, few 
side-effects are experienced with Di-PARALENE. 


The initial dose is 50 mg. three times daily which may soon be 

reduced to twice or once daily. Many times a dose at bedtime will 
bring effective relief until bedtime the next night. This season try 

longer-acting D1-PARALENE. At all pharmacies in 


50-mg. and 25-mg. tablets in bottles of 100 and 500. Ob Gott 


Abbott's new long-acting antihistaminic 


Di-Paralene 


(CHLORCYCLIZINE HYDROCHLORIDE, ABBOTT) 


1. Brown, E. A, Louvaine, A F., Maher, J. P., Nobili, C., Norton, R. C. and Sannella, T. (1950), Ann. Allergy, 8:32, Jan.-Feb. 


~ \ 
\ \ 
= 
Re 
\ 
° J 
a v 
> 
a 
- 
- 


arliament 


CIGARETTES 


) we 
-in 
filter mouthpiece 


(leaner Smoking 


Each Parliament cigarette has a 
fresh, clean, built-in filter mouth- 
piece which insures cleaner smok- 
ing and the utmost enjoyment 
of Parliament’s superb tobaccos. 


THE CIGARETTE 
“WITH THE BUILT-IN. 
FILTER MOUTHPIECE 


1 


(Continued from page 64) 
INTERNIST—DIPLOMATE 35; SOUTHERNER; UNI- 


; marr 
ope for practice 

cine; ae possibility academic associations. 
I, % AMA, 


RADIOLOGIST — 32; DIPLOMATE; 
trained at large University center; prefers progres 
sive associate partnership; group or hospital appoint- 
meat; smiddle Atlantic or Southern ocation. Box 
1490 i, Yo | AMA. 


desires po 
. New York; 31; marr ried: ver- 
‘ood background 18 
rotating resi- 


; Box 
1218 I, % AMA. 


RADI OLOGI ST—37; DI PLOMATE; ¢ CONSIDERABLE 

hospital experience; desires hospital affiliation 
in Chicago or northern Indiana area, 
6 N. Michigan Ave., Chicago 2, Illinois. ae 2-7203. 


ST—36; CERTIFIED; POSITION 
tal, group or as associate; 
California, Wisconsin’ veteran; married. Box 1 


OPHTHALMOLOGIST—BOARD CERTIFIED; NEW 
ny priori 4; desires association, 
eye man or 


assista ip to another 
both. office and 
AMA, 


PATHOLOGIST—DRAFT EXEMPT; WIDE EXPERI- 
ence in clinical and tissue pathology, including tumors; 
board diplomate in clinical patho gy and pathologic 
anatomy; numerous publications; wants association by 
or =. or location for private laboratory. Box 1 


welll waleest desires with group, pt 
with orthopedist or location; national board diplo- 
mate; available immediately. Box 1451 1, So AMA. 


PEDIATRICIAN—30; FAMILY; ; BOARD 
California association with 
pediatrician or group in California on : ealeny basis leading 
available July 1, 1951, Box 1452 I, % 


—— SURGEON—35; BOARD ELIGIBLE; VET 
trained % general, orthopedic and necolog ic 
wa. esophagoscopy and bronchoscopy; desire ndividual, 
oup, or nanthonehio practice, preferably Eastern states. 
Box 1427 I, % AMA. 


RADIOLOGIST—B ARDS 
in 

vest; recom 

M 


0. IN THERAPY; 
15 years experience directorships; ¢ n in- 
tions employer; Washington 
: Bellevue. training; license Wisconsin and “grr 
single veteran ; location unimportant. Box 1433 1, eA 


SITUATION WANTED—YOUNG PLAST c suR- 
geon; board eligible; desires affiliation 

is willing to onetan independence of pr 

tice for advantages | 0 a group. Box 1424 "i. ‘Se AMA, 


OBs- GYN 36; MA ARRIED; VETERAN, BO ARD 
qualified; training includes 4 year university hospital 
esidency; specialty teaching exper ezeenee: eastern associa- 

tion desired. Box A347 I I, % AMA 

PATHOLOGIST AND CLINICAL PATHOLOGI st — 

rtified; experienced in routine, teaching, and research; 
mane contributions international'y known; age 65; health 
excellent; prefers active service in an eastern to central 

center to ) being retired. Box 1399 I, Go A 


PA PATHOLOGIST—C ERTIFIED PATHOLOGIC ‘ANATOMY 
and clinical pathology; Diplomate National Board; 20 

years laboratory and research experience; numerous papers; 

refe preferre Box 1411 I, % AMA 

OBSTETRICIAN. GYNECOLOGIST—DIPLOMATE; 
CS, MSe B-GYN).; since 1947, chief de 

man group; teaching," research experience. 

information, urneice Larson, 
ureau, Palmolive “Building, Chicago. 


FA- 
artment 15 
r further 
Medical 
RADIOLOGIST—DIPLOMATE; FIVE YEARS’ TRAIN- 
ing, university center; now associate radiologist, teach- 
and associate radiology, medical 
please write: Burneice 
Larson, Medical Bureau, Palmolive Building, Chicago. . 1 
U UROLOGIST — REC ENTLY COMPLETED REQU IRE- 
ments American Board; well ee urologic surgery; 
aching, research experience; early thirties. For corenes 
information, please write: Burneice Larson, Medical Bu- 
reau, Palmolive Building, Chicago. I 


WHEN IN NEED OF AN ASSISTANT ‘OR ASSO- 
ciate, or American Board specialists to head depart- 
write ecommen 


d 
Chicago. (Burneice Larson, Director), Palmolive puting 
Cc ago 


PROFESSIONAL AND TECHNICAL AIDES © 


WANTED — EXPERIENCED LABORATORY TEC 
clan; registered; qualities of 

organization; to assum 

bed general hospital; suburb post of chicago: salary open; 

details upon request. Box 1516 L, % A 

MEDIC AL LABORATORY TEC HNI CIAN REGIS 

SCP or eligible; 1 general; 1 8d tissue; any 
open. Grant Hospital,*+ Columbus, 


WANTED—FEMALE LABORATORY TECHNICIAN; 
e 


HNI- 


some experience X-ray; physician's office; no night 
or holiday work; monthly; 2 weeks paid 
West Virginia coal fields. Box 


oy supervision of laboratories of 
qualified in bacteriology, chemistry, 
of and personnel; 


at 
liberal 
1416 L, % 


salary. 
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The Menlo Fluoretor, a Daylight Fluorescence 
Detector-Comparator (black light or Wood’s Light) 
is indicated for investigations in practical applica- 
tions of ultraviolet light. Permits study of surfaces 
and solutions for fluorescent response without 
darkening the laboratory. Specimen holders in- 
cluded for examining smears, body fluids, tissue 
and cell samples. 


Compact, portable, total weight 2 Ib. Choice of 
self-contained flashlight battery or 120-volt models. 
Near- or short-wave U-V output. Standardized 
ground and polished filters. Spectral and filt 


Iter 
data supplied. At your surgical supply house or 
write: 


MENLO RESEARCH LABORATORY 
Drawer G-1, Box 522 Menlo Park, Calif. 
Dealer Inquiries Invited 


Why Pay More? 
LONG PLAYING RECORDS 


(33% R. P. M.) 


30% off 
Factory New! Every Record Guaranteed ! 
For FREE Complete Catalogue and 
Price List, write to: 
RECORD HAVEN Stores (Dept. D) 


520 W. 48th St., New York 19, N. Y. 


if in N. Y.C. visit our Midtown stores: 
1125 6th Aves — 1143 6th Ave. — 1211 6th Ave. 


NEAR CHICAGO 
But Not in Chicago 


ian buildings set in 21 
ed acres give dignity and 
presti e to professional meet- 
o commercial distrac- 
sl No city turmoil. Ideal 
for banquets, conferences, 
meetings, or restful “country- 
home” vacations. Gardens, 
private beach, recreation. 


Personalized owner-management 


Moraine on-the-Lake 
HOTEL 


HIGHLAND PARK, ILLINOIS 
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BOOKS RECEIVED 


Books received by THE JOURNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interesis of 
THE JOURNAL readers as space permits. Books 
listed in this department are not available for 
iending. Information concerning them will be 
supplied on request. 


History of Pharmacy: A Guide and a Survey. 
By Edward Kremers, Ph.M., Ph.D., Sc.D., and 
George Urdang, Ph.G., D.Sc. Nat., Sc.D., Pro- 
fessor of History of Pharmacy, University of Wis- 
consin, Madison. Second edition. Cloth. $7.50. Pp. 
622, with illustrations. J. B. Lippincott Company, 
227-231 S. 6th St., Philadelphia 5; Aldine House, 
10-13 Bedford St., London, W.C.2; 2083 Guy St., 
Montreal, 1951. 


Annual Report of the Surgeon General, U. S. 
Navy, Chief of the Bureau of Medicine and Sur- 
gery, to the Secretary of the Navy Relative to 
Statistics of Diseases and Injuries in the United 
States Navy for the Calendar Year 1949. Bureau 
of Medicine and Surgery, Navy Department, Nav- 
med P-154. Paper. Pp. 218, with 21 charts. Wash- 
ington, D. C.: Government Printing Office, 1951. 


Diagnostik und Therapie der Herzinsuffizienz: 
Kreislauf und vegetatives System. Herausgegeben 
von Vereinigung der Bad Nauheimer Arzte. 16. 
Fortbildungslehrgang in Bad Nauheim vom 29. 
September bis 1. Oktober 1950. Nauheimer Fort- 
bildungs-Lehrginge, Bd. 16. Paper. 11 marks. Pp. 
111, with 30 illustrations. Dr. Dietrich Steinkopff 
Verlag, Holzhof-Allee 35, (16) Darmstadt, 1951. 


Selected Writings of Bolivar. Volume One: 
1810-1822. Volume Two: 1823-1830. Compiled by 
Vicente Lecuna. Edited by Harold A. Bierck, Jr., 
Assistant Professor of History, University of 
North Carolina, Chapel Hill. Translation by Lewis 
Bertrand. Published by Banco de Venezuela. Cloth. 
Pp. 355; 359-822, with illustrations. The Colonial 
Press, Inc., 33 W. 42nd St., New York 18, 1951. 


General Theory of Neuroses: Twenty-Two Lec- 
tures on the Biology, Psychoanalysis and Psycho- 
hygiene of Psychosomatic Disorders. By Rudolf 
Brun, M.D., Professor of Neurology and Neuro- 
biology, University of Ziirich, Ziirich. Translated 
by Bernard Miall. Cloth. $10. Pp. 469, with 6 
illustrations, International Universities Press, Inc., 
227 W. 13th St., New York 11, 1951. 


The Biochemistry of Fish: A Symposium Held 
at Derby Hall, University of Liverpool on 22 
September 1950. Organized and edited by R. T. 
Williams. Biochemical Society symposia no. 6. 
Paper. $2.75. Pp. 105, with illustrations. Cam- 
bridge University Press, Bentley House, 200 Eus- 
ton Road, London, N.W.1; American Branch, 51 
Madison Ave., New York 10, 1951. 

The Mark of Oppression: A Psychosocial Study 
of the American Negro. By Abram Kardiner, 
M.D., and Lionel Ovesey, M.D. (Research on 
which this book is based was done with technical 
assistance of William Goldfarb, Robert Gutman, 
Ethel D. Kardiner, and Zeborah Suesholtz.) Cloth. 
$5. Pp. 396. W. W. Norton & Company, Inc., 101 
5th Ave., New York 3, 1951. 


Continuous Aspiration in Venepuncture and In- 
travenous Injection: Improvements Relating to the 
Technique of Venepuncture, Intravenous Injection 
and the Puncturing of Deep Abscesses, Empyemas, 
and Cysts. By A. G. Pehaczek, M.D. Boards. 4s. 
Pp. 31, with 14 illustrations. John Smith & Son 
(Glasgow) Ltd., 26-30 Gibson St., Hillhead, Glas- 
gow, W.2, 1951. 


Help Yourself Get Well: A Guide for TB 
Patients and Their Families. By Marjorie Mc- 
Donald Pyle, M.D. With foreword by H. Corwin 
Hinshaw, M.D., Clinical Professor of Medicine, 
Stanford University School of Medicine, San Fran- 
cisco. Cloth. $3. Pp. 235. Appleton-Century-Crofts, 
Inc., 35 W. 32nd St., New York 1, 1951. 


Pharmaceutical Botany. By Heber W. Youngken, 
Ph.M., Ph.D., Sc.D., Professor of Biology and 
Pharmacognosy, Massachusetts College of Phar- 
macy, Boston, Seventh edition. Cloth. $7. Pp. 752, 
with 548 illustrations. The Blakiston Company 
(Division of Doubleday & Company, Inc.), 1012 
Walnut St., Philadelphia 5, 1951. 
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an effective drug for relieving 
bladder-paralysis in polio 


‘Furmethide’ Iodide, cholinergic drug with 
“particular action on the bladder,” makes 
catheterization unnecessary in most patients with 
paralysis of the bladder from poliomyelitis. 
Complete voiding ordinarily occurs in 
less than fifteen minutes after 
adequate subcutaneous administration. 
Side-effects are milder and less frequent 
than with other cholinergic drugs. 

(Lawson, R.B.: South. M.J. 41:251) 


‘Furmethide’ Iodide is available in bottles of 
25 tablets (10 mg.) and in boxes of six 
1 cc. size ampuls (5 mg./ce.). 


Furmethide’ 
lodide 


another product 
of 
S.K.F. research 


tablets and ampul solution for 


the treatment of urinary retention due to bladder atony 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for furtrethonium iodide, S.K.F. 


in ACNE 


THERAPY 


MARCELLE® FOUNDATION LOTION 
FOR OILY SKIN IN 3 SKIN-BLENDING 
SHADES 


Combines cosmetic appeal with clin- 
ical efficacy. 


Entirely pat from oils, fots or waxes. 
MARCELLE provides a superior vehi- 
cle for the treatment of acne, without 
sacrificing esthetic appeal. Masks 
unsightly lesions and helps banish 
“complexion consciousness.” 


On your prescriptions you can specify 
resorcinol and sulfur, with Marcelle 
Foundation Lotion for Oily Skin as the 
stable, grease-free base. 2 oz. bottles 
in light, medium and dark skin-tints. 


MARCELLE COSMETICS, INC. 


1741 N. Western Ave. 
| * 


Chicago 47, Ill. 
ALLERGEN. 


Write for 
professional samples 
COSMETICS 


SAFE COSMETICS 
FOR SENSITIVE AND ALLERGIC SKINS 


| in REHABILITATION THERAPY 


MEDCO PRODUCTS 
3603 E. Admiral Pi. 


COMPANY 
Tulsa 12, Okla. 
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— REGISTERED LABORATORY TECHNI- 


cian; 250 bed hospital; new laboratory; position avail- 
Ohio. L 


able at « el St. Joseph Hospital, Lorain, 
eligible; general hospita calls on 
new 


section; excellent. climate. Write: s. 
iles Bouton, Lynchburg "Wes: 
pital, Lynchburg, Virg L 


LABORATORY AND X-RAY TECHNICIAN— ACTIVE, 
3 man clinic; all well-qualified; central Alaskan city 

15,000; good transportation, educational facilties; — 

a ish, Chicago = Woodward Medical Bureau, 185 Nor 
ica 


WANTED—(40) LABORATORY SUPERVISOR: “mini 
mum, WMS. bacteriology or 5 
experience required; large, general hospital; teaching 
program; university medical center; minimum, $5000. 
(41) LABORATORY TECHNICIAN; to sestet pa- 
thologist, diplomate; private and — practice; 
California. (42) X-RAY TECHN ; 
eral hosp U. 
climate mild: need 
SENIOR and JUNIOR 7 CHNICIAN blood bank 
ttre near Chica (44) TECHNICIAN: — 

A TERIOLOGY: large 

Yc. UE ECHNICIAN: 
assist researc ientist; mid. Toot un — (46) 

CHIEF TECHNICIAN; hospi 1 and private labora- 

tories; duties include teachini Taboratory 

school affiliated with teaching take L 


su PERVISING TECHNICIAN — -Qu ALIFIED;: 

supervise department; staff of 4; 150 bed — ap- 
roved hospital; southern college a 25,000 ; $4800 
yearly, perl Woodward Medical Bureau, 188 North 
Wa abash, Chicago L 


LABORATORY ‘AND ‘TECHNICIANS | ARE 
eeded in our area; if you are interested in locating in 

the South, write: Rowe Placement and Mailing Service, 

768 Juniper St., N Atlanta, Georgia. L 


x- RAY TECHNIC EXPERIENC ED; 

for clinic group doctor th active practice; 
southern Illinois; vicinity state capita al; excellent trans- 
portation; salary . (T529) ‘Woodward Medical Bu- 
reau, 185 North Wabash, Chicag L 

technicians, X- echnicians, oc - 
a tional therapists, “Sean nities in all parts of the 
countries outsi Continental United 
tates. Burneice Larson, Medical Bureau, Palmolive 
Butlding. Chicago. L 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
BIOCHEMIST: 150 bed hospital; located in beautiful 
New England eity of 30.000; real opportunity; 
LABORATORY TECHNICIAN: Clinical labora 


Francisco; must be ble for California ~ 
or biochemistry; $3900 
advan 


to 
LABORATORY NICIAN: area; 10 
Group; routi $250 to $300 de- 
‘upon experience. 


PRACTICES WANTED 


WISH TO “TAKE OVER PROSPEROUS GENERAL 

ractice, with major surgery; with modern hospital 
facilities or own hospital; might consider Deswmerenty or 
new location; Texas only. Box ‘1446 N, GA 


_ HOSPITALS AND SANATORIA FOR SALE 


FOR SALE OR LEASE — Los ANGELES | SANI- 
tarium; licensed for alcoholics, addicts, and li at 
ntal cases; well buildin 


cated ; capaci’ beds; tively fur 
nis and decor ample sortie facilities 
for 12 cars. further information 


Box 4205, Village Station, Los Angeles 24, California. 
All inquiries treated confidentially. 0 


FOR SALE—12 BED HOSPITAL- CLINIC: UNLIMITED 
tice, including surgery and obstetrics ; offices i 

clinte ¢; location Mid-West; hospital fully equipped; 

staffed; operating at profit. Box 1309 O, VY 


PRACTICES FOR SALE ~ 


ARIZON A—OPHTHALMOLOGIST’S S PRACTICE; WON- 

derful year round climate; excellent location for EENT; 

will introduce; retiring. Box 1463 
% AMA 


ARIZONA—TU CSON; LARGE GENERAL PRACTICE: 
and office nicely furnished and completely calomel: 
tabolism, diathermy, etc; high class 

vailable immediately; terms. Box 1237 P, 


fluo met 
neighborhood ; 
“% AMA. 


CALIFORNIA — AT ONCE; GOING OPHTHALMIC 

practice with increasing surgery; San Leandro; popu- 
lation 30,000; residentia and area; details, 
Stanley Kennedy, 67 Gleneden Avenue, Oakla 
Ca 


CALIFORNIA—SOUTHERN; CITY OF 55,000 POPU- 
lation; general and surgical practice grossing $45,000 
annually; will consider lease or trade; medical ie 
on equipment and home av ailable. Box 1477 Yo 


CALIFORNIA—LONG BEACH; 21 YEARS EENT 
practice; cash income $60,000 a year; will intro- 
Gunes will sell practice and equipment or sell build- 
building $725 a month. Box 


CALIFORNIA — ACTIVE GENERAL ‘PRACTICE; as 

beautiful northern ee town 30, 1 
established practice; excellen will 
Box 1489 P, % AMA. 


(Continued on page 70) 
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KLETT 


Scientific Instruments 


Photo-Electric Colorimeters, Bio- 
Colorimeters,Hemoglobinometers, 


Klett- 
No. 610 


KLETT MANUFACTURING CO. 


177 East 87th St. New York 28, N.Y. 


your diabetic patients 


a diet manual for daily use 
small enough to fit into a 
vest-pocket or purse! 


Eleven pages of foods are listed accord- 
ing to the grams of each that your 
patient will need for his daily require- 
ments in each food group. At the 
beginning of each group you enter the 
patient’s daily gram requirement. 


No identifying type on the 
washable plastic cover— 
inconspicuous public. 
Bold type on pages for 
easy reading. 


Includes an introduction for the patient 
and a statement for those who = 
insulin. This manual ts a handy, 

able reminder of good daily diet obits 


Single copy, $0.10; 10 copies, $1.00 ; . 
copies, $2.00; copies, $3.50; 1 
copies, $7.50. Postage prepaid. 


Order Dept., Amer. Med. 
535 WN. Dearborn St., 10, 


Enclosed is for 
of the new diabetes diet manual. 


City State eee ee 
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(Books Received Continued) 


Clinical Heart Disease. By Samuel A. Levine, 
M.D., F.A.C.P., Clinical Professor of Medicine, 
Harvard Medical School, Boston. Fourth edition. 
Cloth. $7.75. Pp. 556, with 192 illustrations. W. B. 
Saunders Company, 218 ington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W.C.2, 1951. 


El lactante vomitador (visto por el cirujano): 
Estudio critico, diagnéstico etiolégico, tratamiento 
consecuente. Por Emilio Roviralta, cirujano orto- 
pédico y de los nifios de los Institutos policlinico 
y neurolégico de Barcelona. Cloth. Pp. 299, with 
75 illustrations. José Janés, editor, Muntaner, 316, 
Barcelona, 1950. 


Symposium on Dysmenorrhea. With foreword by 
Helen Manley. Contribution to professor of phys- 
ical education by Phi Delta Pi, National Profes- 
sional Physical Education Fraternity for Women. 
Paper. Pp. 61, with illustrations. Phi Delta Pi 
Fraternity, 5936 N. Kilpatrick Ave., Chicago 30, 
1950. 


Bibliography, Supersonics or U 1926 
to 1949, with Supplement to 1950. Compiled by 
Beth Curry, Eugene Hsi, Jack S. Ambrose, and 
Floyd W. Wilcox. Paper. $2. Pp. 277. Research 
Foundation, Oklahoma Agricultural and Mechani- 
cal College, Stillwater, Oklahoma, 1951. 


Kurzes Lehrbuch der Enzymologie. Von Prof. 
Dr.Phil. Theodor Bersin. Third edition. Cloth. 
19.20 marks. Pp. 274, with 44 illustrations. Akade- 
mische Verlagsgesellschaft Geest & Portig K.-G., 
Sternwartenstrasse 8, (10b) Leipzig C1, 1951. 


Atlas of Human Anatomy for the Artist. By 
Stephen Rogers Peck, Lecturer on Art Anatomy, 
Parsons School of Design, New York. Cloth. $6. 
Pp. 272, with illustrations. Oxford University 
Press, 114 Fifth Ave., New York 11, 1951. 


The Enzymes: and Mechanism of 
Action. Volume I, Part 2. Edited by James B. 
Sumner and Karl Myrbick. Cloth. $12.80. Pp. 
725-1361, with illustrations. Academic Press, Inc., 
125 E. 23rd St., New York 10, 1951. 


Fluoridation in the Prevention of Dental Caries. 
Manual prepared by Council on Dental Health, 
American Dental Association, February 1951. 
Paper. Pp. 28. American Dental Association, 222 
E. Superior St., Chicago 11, 1951. 


The Kidney: Medical and Surgical Diseases. By 
Arthur C. Allen, M.D., Pathologist, James Ewing 
Hospital, New York. Cloth. $15. Pp. 583, with 
1115 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16, 1951. 


A Practical Guide on the Care of Small Ani- 
mals for Medical Research. 
lein. Revised issue.] Paper. Pp. 70, with 59 illus- 
trations. Rockland Farms, New City (Rockland 
County), N. Y., 1949. 


Discipline and Emotional Health: A Report of 
the Second Workshop on Emotional Health. By 
Bruno Gebhard, M.D. Paper. 25 cents. Pp. 
Cleveland Health Museum, 8911 Euclid 
Cleveland 6, [n.d.]. 


Tratamiento quirurgico de las varices esenciales. 
Por Victor Salleras y Ramon Brull. Proélogo del 
Prof. J. Puig Sureda. Cloth. Pp. 250, with 118 
illustrations. José Janés, editor, Muntaner, 316, 
Barcelona, 19 


Army Medical Library Classification: Medicine. 
Preclinical Sciences: QS-QZ; Medicine and Related 
Subjects: W. Paper. $1.25. Pp. 275. Supt. of Doc., 
Government Printing Office, Washington 25, D. C., 
1951. 


The Trials of Patrick Carraher. Edited by 
George Blake. Cloth. $3.50. Pp. 278, with illus- 
trations. William Hodge and Co., Ltd., 86 Hatton 
Garden, London, E.C.1; 12 Bank St., Edinburgh 1, 
1951. 


Organization and Pathology of Thought: Selected 
Sources. Translation and commentary by David 
Rapaport. Cloth. $10. Pp. 786. Columbia Univer- 
sity Press, 2960 Broadway, New York 27, 1951. 


Literary Style and Music: Including Two Short 
Essays on Gracefulness and Beauty. By Herbert 
Spencer. Cloth. Pp. 119. Philosophical Library, 
Inc., 15 E. 40th St., New York 16, 1951. 


{By Harry G. Herr- | 
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sno SOFTNESS 


Kondremul 


“AN EMULSION OF MINERAL OIL 
AND IRISH MOSS 


1, KONDREMUL, each micro-globule is 


softness. 


coated with a tough film of chondrus 
which resists gastrointestinal enzy- 
mic action—yet KONDREMUL pours 


freely from the bottle, is of velvety 


KonprEMUL, being finely subdivided, 


contributes soft bulk to 
the dry fecal residue, 
easing elimination and 


encouraging regular 


bowel habits. 


KONDREMUL 
Plain (containing 55% mineral oil), 
KONDREMUL 


with non-bitter Extract of Cascara 
(4.42 Gm. per 100 cc.) 


KONDREMUL 
with Phenolphthalein—.13 Gm. 
(2.2 grs.) per tablespoonful. 


THE E. L. PATCH COMPANY 
STONEHAM, MASSACHUSETTS 


| 


- 


WHAT THEY ARE. A general discus- 
sion of the design, construction and 
uses of the improved Spectels. An 
outline of their development. Com- 
parisons of the two magnifications 
and descriptions of the various trial 
sets. Bulletin 302. 


HOW THEY ARE PRESCRIBED. Twelve 
pages of factual information on the 
application of telescopic specta- 
cles. Case histories. Bulletin 304. 


TRIAL PROCEDURE. A concise, step- 
by-step outline of the trial pro- 
cedure which has been found 
effective. Bulletin 303. 


TRIAL SETS. Complete descriptions 
and illustrations of the four different 
trial sets available. Form 85. 


PRICES of Spectel telescopic spec- 
tacles, frames, trial sets and acces- 
sories are given in Form 7146-A. 
This literature is available from your 
supply house or from 


KOLCAORGER 


2 Franklin Avenue 
Brooklyn 11, New York 


Distributed in Conoda by 
Imperial Optical Company. 


(Continued from page 68) 


ILLINOIS—DOCTOR LE ye FOR TEXAS; BEAU- 
tiful home and adjacent or sale. 569 Galena 
Blvd., Aurora, Illinois; Telephone Aurora 6116. P 


or went — CHICAGO; SELF OCCUPIED FU LLY 
ped | office and OB- GIN, , Practice for sale; 
immedtate possession. Box 1514 P, % AMA. 


ILLINOI s— EXCELLENT GENERAL 
$50, a ; town 0; good 
schools ghway; 15 miles price 
of practice records and some equipment $5000; with neat 
me and 1 car $16, 000; with 
beautiful home, 5 ; salary basis 
during introductory = riod; comp possession b 
reason for moving, leoving state. Box 1 


AINDIANA—NORTHERN CITY 30, 000; $20, GROSS 
income; general practice; equipment only investment; 

easy terms; will int roduce ; ‘Telomating in Florida. Box 

1406 P, % AMA. 

OHIO. GENERAL | PRACTICE 

and furn 


miles; 
Vaughnsville, Ohio 


OH 10—GENERAL le E; COMPLETE SU RGICAL 
equipment; EKG, BMR, di X-ray; 5000 

lation; good ‘facilities ; t opportunity 

—.7. in surgery; should gross $20,000 Ist year. Box 
1465 P, % AMA. 


OKLAHOMA =- EENT PRACTICE AND EXCELLENT 

equipment; 20 years same location, 40,000; lucrative; no 
competition in eye; physician estate; 
terms. Box 1449 P, 


OREGON—IN ROGL RIVER) VALLEY; OF 

8,000; general and surgical practice; office, 8 ms in 
new building; completely equipped and with x- ray ‘> 
eae and can be had with terms. Box 1438 P, 
% AMA. 


OREGON — LARGE HOME AND SEPARATE FIVE 
room office; grossing $28,000; in Pacific Coast com- 
munity; pred hospital facilities ; will or at pre- 

vailing real estate prices. Box 1355 P, % AMA 


PENNSYLVANIA. — LARGE G GENERAL PRACTICE; 


Maryla 
oom 


equipment ; 
thermy; 2 infra-red lamps; ultra-violet lamp; 1 - 
AMA available immediately ; terms. Box 1507 P, 


PENNSYLVANI ve EASTERN; ESTABLISHED | GEN- 
surgical practice; in rich industrial-agricultural 
; excellent income; = colonial home with office; 
3 hospitals; reasonable; must be ona board certi- 
fied; leaving on European cstoalen: will introduce. 
15 Y AMA, 
PENNSYLVANIA— GENERAL PRACTICE: TOWN OF A 4 
0,0 2 open staff hospitals; made enough in 3 y 

itberal terms. Box 1462 P, % MA. 


PENNSYLVANIA—NORTH EAST CENTRAL; ACTIVE 
; including 8 ‘office and 
in attractive community 000; convenient 
spitals; leaving for 1397 P, % 


equipment; 
to 3 ho 
AMA. 


SOUTH CAROLINA - EXC ELLENT “LOCATIC ON; 
foot of Blue Ridge Mountains; equipment, 

$1000; replacement value $4, 000-$5,000 

nurse w s all patients; rent is 

lections nearly 100; may start any time up to September 

1, 1951; reason, healt h; age of retiring doctor, 55. Box 

1444 P, % AMA. 


TEXAS—NEAR CORPUS CHRISTI; 
mild winters; f 

popula good practice 20 

office, e home; canoes health. Box 1460 P, % AMA 


eral practice; | wish to dispose of my 
office ond - X-ray, py, metabolism, 
Box 1470" ma. available terms, 


AT 
less than 


GULF COAST, 
oil fields, 


1470 P, 


APPARATUS ETC. FOR SALE 


X- RAY MACHINE AND EQU Ip MENT — KELE 
Beaumont Chair; surgical and eee gel “instruments 

and other equipment of office of orthopedic surgeon. Mrs. 

Mae J. Gardiner, 320 S. Park “Ihlinois Q 


BALLISTOCARDIOGRAPH — MODEL $50; 
OB; ork; new; clinically Standardized. elec- 
tromagnete “type: satisfaction guar 5 day tria! 
icd; check or COD. Lippman p wave PO Box 

, Lefferts Station, Brooklyn 25, New York. Q 


R SALE — 


ONE _ELECTROC ARDIO- 
1945; in good condition; 
price St. 


Hospital, Kenosha, Wisco 


LARGE STOCK OF NEW 

ment on hand the 
seoseen. hospital or Harry Welle, 400 
East 59th St., New York 22. New York. Qa 


FOR SALE—ONE WAITE-BARTLETT 200 KV, 

Milliampere therapy unit; three tank style; with an 
Acme —_ and tube; in operating condition; make offer. 
Box 1440 Q, % AMA. 


ro SALE — RECONDITIONED X-RAY; ELEC. 


“Considered 


AND USED 


10 


medical and electrocardiograph equi ent; avail. 
able. at all district offices in Uni tates and 
da; pri include installation and operating 
instructions b re e Write: 
-100, -Ray p., 4855 


GE 
Milwaukee 14, Wisconsin. 
20 CYSTOSCOPES—THREE OFFICE TYPE Avro. 
claves; surplus hospital autoclaves and equipm Leitz 
and BL binocular microscopes; cambridge pore dM, hs; 
trial lens sets; X-ray $2 ~4 .50. Atlas Surgical, 
Q 


lectric 


178 2nd Avenue, New York 3, 
(Continued on page 72) 
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BURTON. « Hand Model 


ra-Violet Fluorescent 


WOODS LIGHT 


(BLACK LIGHT) 


PLUS MAGNIFIER 


6. E. tubes. Genuine Corning filters — produce 


BURTON MANUFACTURING COMPANY 
LOS ANGELES 64, CALIF. 


for the DOCTOR 
“LABORATORY 


PROFESSIONAL LIGHTING 


SCIENTIFIC DEVICES 


Natural or Flesh Colored 
Adhesive Cotton 
E-L-A-S-T-1-C Bandage 
: Contura 
BANDAGE 


Skin protecting medicated 
Write for Literature and Reprints 


MFRS. OF ELASTIC BANDAGES AND DRESSINGS 


Medical ‘Fabrics Co., Inc. 


10 MILL STREET PATERSON 1,N. J. 


Names of Classified Advertisers 


using box numbers cannot be supplied. 
reply to the box number, care Journal 
North Dearborn St., Chicago 10, III., 
transmitted to the advertiser. 


Address your 
A.M.A., 535 
and it will be 


PERSONAL INJURIES 


do a 


@ 

ause 
loss e ‘earnings 
when you are sick have 
paid more than $16,500,000 to dis 
abled ‘tors. More n 90,000 acci- 
dent, health and hospital policies in 


See = display ad (back cover) for 


icians Casualty @ Physicians 
First Nat. Bank Bide. Omaha 2. Neb 


VAPORIZER - INHALATOR 
with AUTOMATIC CUTOFF . 
SAFE — EFFICIENT 
3 Models for HOSPITAL, 
HOME or OFFICE 
Send for Literature 


AN AL | PR \f (RP 
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Ot Runs up to 
12 Hours 


LUCKIES TASTE BETTER 


Fine tobacco—and only fine tobacco—can 
give you a better-tasting cigarette. And 
L.S./M.F.T.—Lucky Strike means fine to- 
bacco. So, for the best-tasting cigarette you 
ever smoked, Be Happy—Go Lucky! 


from 
Now ‘you ought 


Suppor’, ‘Luckies, thes 


A LUCKY STRIKE 

FOR ALL AMERICA! 
BUY 

U.S. DEFENSE 

BONDS ~ 


ft 


ns Fine Tobacco 


COPR., THE AMERICAN TOBACCO COMPANY 


L.S./M.F-T- Lucky Strike Mea 
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WATER RESISTANT CREAM 
Breck Water Resistant 

py Cream protects the skin 
= ON = against the harmful effects 
a: of excessive exposure to 
water and water solutions. 
It also helps prevent the drying and defatt- 
ing action of soap and detergent solutions. 
Breck Water Resistant Cream is effective 
against water solutions such as liquid 
coolants, emulsified cutting oils, flux 
fumes, cement and lime, mist and spray 
from alkali baths and plating solutions. 
Industrial Preparations Booklet avatlable on request. 
JOHN H BRECK INC . MANUFACTURING CHEMISTS 


SPRINGFIBLD 3 MASSACHUSETTS 
NEW YORK . SAN FRANCISCO . OTTAWA CANADA 


LUMETRON Hemoglobin 
and Glucose Meter Mod. 15 


@ Accurate, compact, fast, easy to operate 
@ Line-operated, no batteries to replace 
@ Electronically stabilized, no needle drift 
@ Alkaline hemoglobin method, no waiting 
@ Truly reliable glucose readings from finger- 

tip blood, simplified urine glucose test 
@ Fully equipped, with 3 calibration cards, 

pipette, 2 gloss cells ....... $95.= 

Write for Bulletin No. 150 

See also Bull. No. 405 on LUMETRON Colorimeter 


for hemoglobin, glucose, urea nitrogen, N. P.N., urie 
acid, and 60 other clinical determinations. 


PHOTOVOLT CORP. 


95 Madison Ave. New York 16, N. Y. 


(Continued from page 70) 
FOR RENT 


PHYSICIAN'S OFFICE FOR RENT—IN LY CON- 
structed build reception room to be with 
dentist; ren 
Melrose Park, Illinois. Joe 5, 
18. LaS Sa lle, Chicago, Tilinois, Or inquire on premises. T 


OF FICE—480 Sau ARE FEET: WITH PRIVATE LAVA 
led house; in heart of industrial Passaic, 


tory in re 
New Jere: iy miles from New York City; remaining 
a aa use now occupied by dental office. Box 1502 T, 


REAL ESTATE FOR SALE 


FULLY E Eau IPPED MEDICAL DOCTOR'S OFFICE — 
lowa; 3 room 


Eagle Grove, s, reception room sha with 
dentist: location, nd floor; excellent 
for youn D; doctor’s office 25 years. Mrs. L D. 
MacNaughton, Eagle Grove, lowa x 


FOR SALE—HOME AND OFFICE COMBINATION; 
all contacts including industrial work with sa 

transferable to purchaser of property; pr 

relocating in Flori S. Lup 
MD. 314 Towanda St., White Haven, Ponenytvenie. x 


FOR SALE—ESTABLISHED PHYSICIANS HOME; “IN 
the city of Camden, New Jersey; consisting of waitin 

room, 4 treatment rooms and laboratory on ot floor an 

3 room apertnent on 2nd floor. Box 1506 » % “AMA. 


MANUSCRIPTS WANTED 
BOOK MANUSCRIPTS WANTED — ALL SUBJECTS 


considered. Meador Co., 324 Newbury St 
Boston n 15, Massachusett 


ANESTHETIST WANTED 


NURSE ANESTHETIST — APPLY: DIRECTOR OF 
Abington Memorial Hospital,*+ Abington, 

Pennsylvan 

MEDICAL (ANESTHETIST — ASSISTANT; 
Philadelphia ; mer 4 300 bed hospital *+; salary p 

percentage. Box 1375 % AMA, 


ELECTROLYSIS 
specializing diffic small, 


ult cases; no 
case too far adr anced ; painless: 
only. Lucille Bouchard. Licensed 


Park Avenue, New 28, New 


MEDICAL PHOTOGRAPHY 


CLINICAL PHOTOGR APHY; PHOTOMICROGRAPHY ; 

moulages; lantern slides; X-ray prints; drawings; motion 
pictures; prompt mail orders. Martin "Hageett, 220 W. 
42d St., Ne New York 18, New ‘York. 


MEDICAL TRANSLATIONS | 


OXFORD WOMAN—MA; WOULD TRANSLATE MEDI- 
cal or articles, etc; into French. 
ame 24 Plantation Road, Oxford. 


MEDICAL WRITING 


MEDICAL Ww RITING STAFF WILL DO YOUR 
chores; ghostwriting; editing; 
ographier, professional work; reasonable 


NURSES WANTED 


WANTED — OPERATING ROOM st PERVISOR: 295 

tal with 7 operating rooms; with a school of 

nursing ~<a y open. Apply: Director of Nurses, Sherman 
Hospital, "Blain, Illinois. 


Representing the Current 
Surgical Advances 


All aspects—pathology, technic, end-results, 
are dealt with monthly in 


A. M.A. 
ARCHIVES OF 


SURGERY 


Here, for ‘mia are extensive reports of 
laboratory findings, roentgenological study, 
operative methods and results for specialist 
and general physician. The original articles 
often reflect a complete scientific study of 
hundreds—even thousands—of cases. New 
developments on orthopedic and urologic 
surgery included; a vast volume of current 
literature summarized. Illustrated. 


$14.00 a year. Canada, $14.40. Foreign, $15.50. 
Am. Medical Assn. , 535. N. Dearborn St. , Chicago 10 


J.A.M.A., July 7, 1951 


RHANSO 
DIETETIC SCALE 


The standard diet scale of the medi- 
cal profession for controlled diets. 
Rotating dial computation 
as each on the 
serving plate. 

Capacity 500 grams by grams, 
Stainless steel . white enamel 

y, easy co keep clean. 

Model 1411 (illus- 
has glass 
protected 
price $15.00. 
Model 1440 en- 
amel dial, price 
$10.00. 


See your 
Supply House 


HANSON 
SCALE CO. 


TREATME 


N 


To discoureg? 


Nail -Bitiag 
Pam 


use 


suCcKIN 
THUM 604 and $/ 20 


Order From Your Supply House Or Pharmacist 


MAKERS OF 
etics 
Cosm 
Fin uality of Ingredients and Suit- 
ility of are two 
If ha Commeties by 
LUZIER’S Inc. e Kansas City, Mo 


Names of Classified Advertisers 


using key number cannot be supplied. Address your 
reply to the box number, care Journal A. M. A., 535 
North Dearborn St., Chicage (0, Ill.. and it will be 
transmitted to the advertiser. 


FOR THE DIABETIC 


CELLU 
GELATIN DESSERT 
For colorful, sparkling desserts 
suggest CELLU 

SS . It's 
Send of 


DIETETI HOUSE In 


CHICAGO 


SBRECK 
cream... 
-| $25 N. Ada $t., Chicago 22, itl. 
$$ 
JHUM 
1UBBORN 
in STU 
racks TOO V 14€ 
A photoelectric instrument 
for exact determination of a 
Hemoglebin 
Blood Glucose 
NY 
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NM UNAL LEASte 


Baseball 
and Coke 
grew up together 


Congratulations to baseball...and 


sincere appr eciation for 65 years CU, 


of refreshing association with | 
the great American game. 


“COKE” 1S A REGISTERED TRADE-MARK,. 


COPYRIGHT 1951, THE COCA-COLA COMPANY 


AS: 
LEAGUES 
146 
th 
£ 
| 


THANKS! DOCTORS 


At Atlantic City, as in previous Annual and Clinical 
sessions, hundreds of doctors bought CUBOID 
Balancers. Many who had previously purchased 
bought two or more pairs. 


We are happy that so many doctors now wear and 
prescribe CUBOIDS. If you are not familiar with 
this modern way to better weight distribution and 
more comfortable feet, write 


BURNS CUBOID COMPANY 


SANTA ANA CALIFORNIA 


J.A.M.A., July 7, 1951 


HOLLYWOOD 


WITH BOLT ON 
ADJUSTABLE 
LEGRESTS 


America’s moat 
Versatile Wheel Chair 


Special Bolt-on leg-rests 
ge installed on the 

ollywood Convertible 
Wheel Chair" Les. rent panels are self 
for ~ Lep-reets 
can sed any ywood Con 
vertible Wheel. ‘chair. Thies chair may 
also be converted to Producer, rec- 
tor, and Celebrity ‘Models 


distributed by 


EVEREST & JENNINGS 


761 N. Highland Ave., LosAngeles 38 


Waiting Patients Read... 
TODAY’S HEALTH 


TODAY’S HEALTH 1s the one source 
of reliable information for lay people, and 
is doing an excellent job in educating the 
public on the important problems of health 
in a languane which can be understood by 
everyon 


1 year, $3.00 2 years, $5.00 
AMERICAN MEDICAL ASSN. 535 W. Dearborn, Chicago 10 


MRS. DAY’S IDEAL BABY SHOES 


are made to meet the Professional Standard at- 
tained by our Medical Research over a period 
of years. 

Babies under your care should have the benefit of this work. 


Mrs.Day's Ideal | Baby Shoe 


y inc. MASSACHUSETTS 
of the Baby Determines the Foot of the Adult” 


Jones Motor-Basal Metabolism Unit 


The symptoms of nervousness, fatigue 
and rapid pulse are seen almost every 
day. They can mean trouble ahead. 


Their cause may be coffee — liquor — 
tobacco — hyperthyroidism — over- 


work. 


Symptomatically these patients look 
alike. Yet, before treatment, they 
require differential diagnosis. 


Write us for free informa- “ig 
tion on medical applica- 
tion as taught today by 
authorities on the subject 
of basal metabolism. 


JONES METABOLISM EQUIPMENT COMPANY AMA 7-7-51 

309 South Honore Street, Chicago 12, III 

Gentlemen: Please send me 

{) Full details on your dem- O Booklet on “Accurate Basal 
onstration offer without any Metabolism Testing d 


lism an 
obligation. Clinical Applications.” 


Official A.M. A. 


Auto 
Emblem 


for 


Identify your members with this emblem on 
the front and back of each car to assure bene- 
fiting by all traffic courtesies. This emblem 
is sold only in quantities on order of a medi- 
cal society—not to individual physicians. 
Price, minimum quantity, 25 emblems—$3.00 
each, delivered. 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 
Chicago 10, Llinois 


74 
EE r-ACHE: 2 4 | 
7 
4 | 
| 
@ 
| 
| V 146 
| 1951 
— 
~ INDIANR = 
ocal Medica ocieties | 
, 


Vol. 146, No. 10 


The cushion 
that comes 
a tube... 


For hemorrhoidal patients, Diothane 
provides a long-lasting cushion 
against pain. A profound local anesthesia blends 


into a prolonged period of analgesia. 


Notably free from clinical toxicity, 


Diothane’s mildly antiseptic action 
provides an extra safeguard 
against infection in the anorectal 
Write for further information 


Bclinical supply of Diothane. 


DIOTHANE 


(BRAND OF DIPERODON) 


With Oxyquinoline Benzoate (Diothane 1%; oxyquinoline benzoate 0.1%) 
Positive and prolonged comfort in hemorrhoids 


CINCINNATI® U.S.A. 


Where a non-greasy, water-soluble base is indicated 


DIOTHANE HYDROCHLORIDE CREAM 
(Diothane Hydrochloride 1%; Cetylpyridinium Chloride 0.1%) 


2 
146 
. 
4 
at 
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MILWAUKEE SANITARIUM 


Joser A. Kinpwatt, M.D. 
CaRROLL W. Oscoop, M.D. ° 
T. Krapwe M.D, 
Sanitarium stands for all that is Benyausn A. Ruszix, M.D. 


best in the care and treatment of Russet C. Morrison, M.D. 
A te A R, 
nervous disorders. Photographs A. Ricuarvs, MD. 


ArtTuur J. Patek, M.D. 


Maintaining the highest standards 
for more than a half centu this 


and particulars sent on request. 


COLONIAL HALL . 
One of the 
in “Cottage P 


Consultant 
G. H. Scnroeper, Business Manager 
Chicago Office—1i17 Marshall Field Annex—Wednesdays, 1-3 P.M. Phone CEntral 6-1 162 


'J.A.M.A., July 7, 1951 


wauwatosA | APPALACHIAN HALL 4: ins. 
WISCONSIN | ASHEVILLE NORTH CAROLINA rest, con. 


ms an unexcelled all year Sead climate for 
health and comfort. All natural —— agents ay used 


such as physiotherapy, occupational therapy, s 
apy = * sports, horseback riding, etc. Five beautiful 
go courses are ava — to patients. Ample oo 
or classification of patients. Rooms single or en suite 

further in nforma ation, write 
‘Appalachian Hall, Asheville, 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


DESIRABLE ASSISTANTS 


for your institution 
can be contacted thru 


A Classified Advertisement 
in THE JOURNAL 


Ask One of the 14,000 
Who Owns a Metabolor! 


He’ll tell you that this 
Metabolism Unit is ex- 
tremely accurate . ; 
that it’s easy to operate 

. that it’s practically 
trouble-free . . . or one 
of the other many fea- 
tures which attract thou- 
sands of buyers every 
year. 


He may even wind up 
by saying (as many do) 
—‘“How can anyone go 
wrong when it is made 
so well, looks so good 
and has the famed Mc- 
Kesson guaranty behind 
it?’ 


If your salesman hasn’t 
full information, drop us 
a card or letter today for 


McKESSON 


Metabolor Brochure. It’s 
king. 
MODEL 186 yours for the asking 


Mc Kesson 
APPLIANCE 
COMPANY 


TOLEDO 10, OHIO 


The Willows Maternity 

Sanitarium, Inc. 
Est. 1905 

Superior services for expectant unmarried 
mothers. Patients accepted any time. Early 
entrance advised. All adoptions arranged 
through the Juvenile Court. Rates reason- 
able and adapted to patient’s needs. 


serving the Medical Profession Since 1935 
HYGEIA 
SANATORIUM 
Finest Modern Facilities for 
Treatment of Nervous Cases and 


ALCOHOLICS 


2534 BEVERLY BOULEVARD += LCS ANGELES 4 CALIF 


BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M. D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


SECLUSION es. 1909 MATERNITY 


Private sanitarium with certified 
obstetrician in charge. All 
AIRMOUNT 
juvenile court. Ear 
entrance advised 
HOSP ITAL Write for 
For Information 
MRS. EVA 
In certain cases THOMSON | 
work given to re- 1414 E. 27th St. 
duce expenses. Fireproof Bidg. Kansas City, Mo. 


CHARLES B. TOWNS 
FOR THE TREATMENT OF ALCOHOLISM 
NARCOTIC AND BARBITURATE 
ADDICTIONS EXCLUSIVELY 


HOSPITAL 1901 


Complete Medical & Psychiatric Treatment at predetermined cost 
Privacy of patient is assured—if desired 


Literature on Request 
Edward B. Towns, Director 
293 Central Park West, New York 24, N. Y. 
Member American Hospital Association 


SChuyler 4-0770 
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OBSTETRICS and GYNECOLOGY 


A full time course. in Obstetrics: lectures; prenatal clinics; 
; witnessing normal and operative deliveries; operative obstetrics 
(manikin). tn Gynecology: lectures; touch clinics; witnessing 
operations; examination of patients pre-operatively; follow-up in 
wards post-operatively. Obstetrical and gynecological pathology. 
Anesthesia. Attendance at conferences in obstetrics and gyne- 
cology. Operative gynecology on the cadaver. 


The New York Polyclinic 


MEDICAL SCHOOL AND HOSPITAL (Organized 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


For the GENERAL SURGEON 


A full time combined surgical course comprising general surgery, 
eannedhe surgery, abdominal surgery, gastroenterology, proc- 
tology, gynecological surgery, urological surgery. Attendance at 
lectures, witnessing operations, examination of patients pre- 
operatively and post-operatively and follow-up in the wards post- 
operatively. Pathology, roentgenology, physica! medicine, anes- 
thesia. Cadaver demonstrations in surgical anatomy, thoracic 
surgery, proctology, orthopedics. Operative surgery and operative 
gynecology on the cadaver. 


For information address: THE DEAN, 345 West 50th Street, New York 19, N. Y. 


Announcing An Intensive 
TWO-WEEK COURSE 


REGIONAL ANESTHESIA and ANATOMY 


Sept. 10 through Sept. 22 


For information, address Dean of Graduate School 
of Medicine, Room 237, University of Pennsylvania, 
Philadelphia 4, Pa. 


GRADUATE SCHOOL OF MEDICINE 
UNIVERSITY of PENNSYLVANIA 


FELLOWSHIPS IN MEDICINE 


LAHEY CLINIC 
BOSTON 15 MASSACHUSETTS. 


Approved traini in p neperusion for certification 
by the Boke of Internal Medicine 


NERVOUS and 
MENTAL 
DISORDERS 


Norh ad OF. Albert H. Dollear, Supt. 

Norbury Garm Norbury, Med. Dir. 
uel N. Clark, Phys. 

JACKSONVILLE, ILLINOIS A. Dollear, Asso. 


Lisoumore, SANITARIU 


CALIFORNIA 


NEUROPSYCHIATRIC GENERAL 


Two departinents, one 
neuroses, amd separate cottage for 
Hydrotherapy, therapy and physical 
eee permit 8 ion tients. 
galows availa le Climatic conditions ideal—alm 
plete absence of fog, strong winds or extreme oe 
berculous patients not admitted. Booklet on request. 
O. B. JENSEN, M.D., Superintendent and 


im Prescott, Arizona 
most patients suffering ‘rom ASTHMA, 
Hay Fever and Other Allergic Affections 


find a combination of climate and living conditions 
highly conducive to relief. 

“Prescott’s new provide such a haven 
for health seeking stude 


Chamber of Commerce, Prescott, Arizona 


COOK COUNTY 


GRADUATE SCHOOL OF MEDICINE 


Announces Continuous Courses 


SURGERY—Intensive Course in Surgical Technic, Two Weeks, start- 
ing July 23, August 6, August 20, Septmeber 10. 


Surgical Technic, Surgical Anatomy & Clinical Surgery, Four 
Weeks, starting August 6, September 10, October &. 


Surgical Anatomy & Clinical Surgery, Two Weeks, starting July 23, 
August 20, September 24. 


secon of Colon & Rectum, One Week, starting September 17, 
October 15. 


Esophageal Surgery, One Week, starting October 15. 

Thoracic Surgery, One Week, starting October 8. 

Gallbladder Surgery, Ten Hours, starting October 22. 

Breast & Thyroid Surgery, One Week, starting October 1. 
Fractures & Traumatic Surgery, Two Weeks, starting October 8. 


Course, Two Weeks, starting September 24, 
tober 


Vaginal Approach to Pelvic Surgery, One Week, starting Septem- 
ber 17, November 5. 


OBSTETRICS—Intensive Course, Two Weeks, starting September 10, 
vovember 5. 
MEDICINE—Intensive General Course, Two Weeks, starting October 1. 
Gastroenterology, Two Weeks, starting October 15. 
Gastroscopy, Two Weeks, starting September 10 . 
on tamed & Heart Disease, Two Weeks, starting Octo- 
r 22. 


Liver & Biliary Diseases, One Week, starting September 17. 


UROLOGY-— Intensive Course, Two Weeks, starting September 24. 
Ten Day Practical Course in Cystoscopy every two weeks. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
BRANCHES OF MEDICINE, SURGERY AND 
THE SPECIALTIES 


TEACHING FACULTY—ATTENDING STAFF OF COOK 
COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 427 South Honore St., Chicago (2, IIlinois 


DISEASES OF THE ENDOCRINES 


Physiology and Diagnostic Methods 
July 9 to July 21, 1951 (Full Time) Tuition: $100.00 
Rachmiel Levine, M.D., & of the Dept. & 
Endocrine Research & of the Clinical 8 
A balanced program of basic information and pte application. 


MICHAEL REESE HOSPITAL POSTGRADUATE SCHOOL 


ELECTROCARDIOGRAPHY 
Intensive postgraduate course for graduate physician 
August 20 to Sept. 1, 1951 Tuition: $150.00 


By 
Louis N. Katz, M.D., F.A.C.P. 
Recent advances will be considered, including V & aV 
leads and Vectorcardiograp 
Beginning and advanced students. Group and Sadtvitent instruction. 


SIZE OF CLASSES LIMITED. For further information, address: Dr. Samuel Soskin, Dean, 29th St. & Ellis Ave., Chicago 16, It. 
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J.A.M.A., July 7, 1951 


When for a physical or psychologic reason, the physician 


decides to depend on a spermatocidal jelly to protect the 
patient, he cannot do better than prescribe the “"RAMSES”” 


Vaginal Jelly? Set No. 3. 


Used as directed, the plastic applicator de- 
posits 5 cc. of “RAMSES” Vaginal Jelly over 
the cervical os. 


The cohesive and adherent properties of 
“RAMSES” Vaginal Jelly are of such high 
degree that the cervix remains occluded for 
as long as ten hours after coitus. ““RAMSES” 
Vaginal Jelly, with its adjusted melting point, 
is not excessively lubricating or liquefying. 
“RAMSES" Vaginal Jelly exceeds the mini- 
mum spermatocidal requirement of the 
Council on Pharmacy and Chemistry of the 
American Medical Association. | 


AVAILABLE in a regular 3-ounce tube and 
an economy-size 5-ounce tube. 


gynecological division 


quality first since 1883 


*The word "RAMSES"” is a registered trademark of Julius Schmid, Inc. f Active 
Ingredients: Dodecaethyleneglycol Monolaurate 5%; Boric Acid 1%; Alcohol 5%. 


Photo taken after insertion of “RAMSES" 
Vaginal Jelly. Os occluded. 


Photo taken ten hours after coitus. Oc- 
clusion still manifest. 


Jelly stained with nonspermatocidal concentration 
of methylene blue for photographic purposes. 


JULIUS SCHMID, INC., 423 west ssth st., New York 19, N. Y. 
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An improved method of preparing 

rabies vaccine with minimum loss of anti- 
genicity has been in operation at the 
Pitman-Moore Laboratories for several years. 


Special equipment developed by the Pitman- 
Moore Research Laboratories exposes 
continuously flowing thin films of the virus 
suspension to the viricidal rays of a lamp 
emitting essentially 2537 Angstrom Units. 


146 
51 


Ultraviolet irradiated vaccines have been 
found to possess immunizing power 
consistently higher than that of 
phenol-killed vaccines when both are 
evaluated by the official Habel 

mouse protection test,!.23 


RABIES VACCINE 


Ultraviolet Irradiation Killed 


(P.-M. CO. BIO. 212) 


Supplied in packages of 
seven 1.0 cc. diaphragm-stoppered vials, — 


Moore COMPANY 


PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
DIVISION OF ALLIED LABORATORIES INC., INDIANAPOLIS 6, INDIANA 


\ 


Bromsulphalein-Sodium Solution, for intravenous 
injection, is a convenient, sensitive, reliable test of liver function, 
especially in suspected cases of cirrhosis, malignancy, hepatitis, obstructive 
and arsenical jaundice. The amount of dye retained in a blood sample 
withdrawn after injection indicates the presence or absence of disease. 
Supplied in 3 cc. and 7.5 cc. size ampules containing a 5% sterile 


solution. Boxes of 10. Colorimeter standards prepared from permanent dyes are 


also available. *Reg. U.S. Pat. Off. H.W.&D. Brand of 
U. P. 


HYNSON, WESTCOTT & DUNNIN G, INC. Baltimore 1, Maryland 


INSURANCE —— 


/ or Physicians, Surgeons, Dentists Exclusively 


BENEFITS 


Aceident e Hospital - Sickness 


$5,000 accidental death Quarterly $8.00 | $15,000 accidental death Quarterly $24.00 

$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 

$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 

$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 
“COST HAS NEVER EXCEEDED AMOUNTS SHOWN.” 


ALSO HOSPITAL EXPENSE FOR MEMBERS, WIVES AND 
CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used for members’ benefits 
$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection of our members. 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
49 years under the same management. 
400 First National Bank Building e Omaha 2, Nebraska 


1 | 1uUM 
| 
op site Ree 
fest of mre 
y 4 bet | 
~ 
Comet Faen 


